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PREFACE. 


- >  —  ♦  —  < - 

IT  is  only  very  recently  that  the  treatment  and  teaching  of  Venereal  Diseases  have 
become  an  integral  part  of  the  work  in  the  Royal  Infirmary  of  Edinburgh,  and, 
as  far  as  I  am  aware,  it  is  the  only  British  Hospital  in  which  male  and  female  wards 
are  set  apart  for  this  purpose.  A  knowledge  of  these  diseases  cannot  be  accurately 
obtained — or  rather,  is  more  difficult  to  acquire  than  any  other  form  of  morbid  action — 
without  proper  clinical  observation  and  instruction ;  and  as  these  affections  and  their 
sequelae  form  at  least  an  eighth  part  of  the  sum  total  of  human  suffering,  it  is  of  the 
highest  practical  importance  that  Students  and  Practitioners  should  be  familiar  with 
the  varied  manifestations  they  present. 

While  nothing  can  supplant  efficient  clinical  study,  its  want  may  be  in 
some  measure  minimised,  or  the  memory  may  be  refreshed,  by  the  use  of  representa¬ 
tions  which  convey  accurate  impressions  of  size,  situation,  form,  and  colour. 

The  original  Paintings  from  which  the  plates  of  this  Atlas  are  taken,  were 
painted  from  typical  cases  by  Mr.  C.  Kay  Robertson,  as  they  occurred  during  my 
tenure  of  office  as  Surgeon  to  the  Edinburgh  Lock  Wards. 

The  Illustrations  are  intended  to  be  especially  useful  in  the  diagnosis  of 
Venereal  Diseases,  while  the  Letterpress  aims  at  describing  concisely  and  clearly  the 
conditions  portrayed,  the  differential  diagnosis,  and  the  broad  lines  of  treatment. 

With  these  objects,  this  work  is  offered  to  the  Medical  Profession. 

P.  H.  MACLAREN. 


Edinburgh,  November  1886. 
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LYMPHANGITIS. 

y  ^YMPHANGITIS  of  the  penis  is  not  necessarily  connected  with  venereal  disease, 

as  Herpes  Balanitis  and  accidental  abrasions  are  sometimes  sufficient  exciting 
causes.  It  is  undoubtedly,  however,  most  frequently  associated  with  a  specific 
infective  agent,  and  in  these  circumstances  the  Lymphangitis  is  of  a  more  acute 
character  in  Chancroid  and  Gonorrhoea  than  in  the  case  of  Chancre.  In  some  con¬ 
stitutions  the  presence  of  infective  material  in  the  minute  lymphatic  vessels  causes 
inflammation  of  their  walls,  which  swell  and  soften  ;  the  lining  membrane  is  shed  and 
the  contents  coagulate.  This  process  extends  backwards,  and  the  larger  vessels, 
situated  on  the  dorsum  of  the  penis,  are  often  recognisable  near  the  root  as  hard  cords, 
the  size  of  a  crow  quill.  The  skin  at  the  same  time  assumes  a  rosy  red  hue,  and  the 
subcutaneous  tissue  becomes  oedematous,  inducing  a  phimotic  state  if  the  prepuce  be 
naturally  large.  The  inguinal  glands  commonly  are  affected,  and  enlargement  of  these 
may  precede  the  local  redness. 

The  process  in  a  majority  of  instances  is  a  painful  one,  and  is  accompanied  by 
the  usual  symptoms  of  pyrexia,  which  may  endure  for  a  week  or  ten  days,  and  either 
ends  in  resolution  or  in  the  formation  of  an  abscess  in  the  affected  area,  or  in  the  glands 
in  closest  relation  to  the  lymphatic  trunks. 

Diagnosis. — As  the  superficial  redness  has  no  distinct  margin,  and  for  a  time 
at  least,  follows  the  course  of  the  lymphatic  vessels,  which  may  be  easily  felt  as  hard 
cords,  the  disease  may  be  readily  distinguished  from  Erythema  or  Erysipelas,  with 
which  it  is  only  liable  to  be  confounded. 

Treatment. — The  recumbent  posture  is  in  all  cases  imperative,  with  elevation 
and  retention  of  the  penis  on  the  abdomen.  Locally,  the  parts  may  be  painted  every 
hour  with  the  tincture  of  aconite  and  tincture  of  belladonna  in  equal  parts,  or  the  lead 
and  opium  lotion  applied.  Constitutionally,  quinine  and  iron  are  of  the  most  service, 
and  if  adynamic  symptoms  arise,  stimulants  may  be  required. 
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BALANITIS. 

Balanitis  may  or  may  not  be  of  venereal  origin.  In  the  latter  case  it  is  usually 
met  with  in  persons  with  narrow  or  redundant  prepuces,  who  are  inattentive  to  proper 
hygienic  measures.  The  secretions,  and  more  especially  that  formed  by  the  sebaceous 
glands  of  the  corona,  being  retained,  undergo  decomposition,  and  excite  congestion  and 
inflammation  of  the  mucous  surfaces,  producing  desquamation  of  the  cuticle  in 
patches,  and  in  long-standing  cases  ulcerations  of  considerable  depth  and  extent. 

Every  form  of  venereal  affection  may  be  complicated  with  this  superficial 
inflammation  of  the  mucous  membrane  covering  the  glans  or  the  inner  surface  of  the 
prepuce,  from  which  it  may  enter  the  connective  tissue  immediately  above  it,  and  lead 
to  phimosis.  Whatever  the  original  cause  may  be,  the  symptoms  to  which  Balanitis 
gives  rise  are  identical. 

The  mucous  surfaces  become  bright  red,  and  are  studded  with  erosions  or 
shallow  ulcers,  which  may  remain  discrete  or  unite  into  one  or  two.  The  parts  secrete 
a  sanious  foetid  pus,  and  the  patient  complains  of  tingling  or  tickling  sensations,  which 
may  be  converted  into  one  of  pain  if  the  urine  come  in  contact  with  any  of  the 
abrasions.  In  the  cicatrisation  of  ulcers  the  prepuce  may  be  permanently  united  to 
the  glans  penis,  and  thus  occasion  a  persistent  irritation,  which  in  time  may  lead  to 
serious  structural  changes. 

Diagnosis. — When  the  foreskin  cannot  be  retracted  the  method  for  the  detec¬ 
tion  of  Chancroids  complicated  with  phimosis,  described  under  Plate  VI.,  must  be 
applied.  Where  the  abraded  or  ulcerated  surfaces  can  be  disclosed  the  appearances 
are  characteristic. 

Treatment.— Cleanliness  is  the  first  necessity.  The  surfaces  should  be 
frequently  washed  with  a  one  per  cent,  solution  of  carbolic  acid,  gently  dried,  then 
dusted  with  oxide  of  zinc  powder,  and,  when  practicable,  a  layer  of  absorbent  cotton  or 
boracic  lint  interposed  between  the  glans  and  prepuce.  In  phimotic  conditions,  it  is 
necessary  to  inject  the  preputial  pouch  very  often,  but  satisfactory  results  are  most 
quickly  attained  either  by  slitting  up  or  removing  the  foreskin. 


PLATE  I 


GONORRHCEAL  LYMPHANGITIS.  BALANITIS 


GONORRHCEAL  PHIMOSIS. 
GONORRHOEAL  PARAPHIMOSIS. 


GONORRHCEAL  PHIMOSIS. 

A  GONORRHCEAL  sufferer  who  has  a  redundant  prepuce,  or  a  tight  one  with  a 
1  narrow  opening,  is  liable  to  irritation  of  the  parts  from  retention  and  decomposi¬ 
tion  of  the  purulent  discharge  and  natural  secretions.  Lymphangitis  and  consequent 
oedema  result,  so  that  retraction  of  the  prepuce  becomes  impossible.  Warty  excres¬ 
cences  or  Balanitis  may  develop  on  the  glans  or  lining  of  the  prepuce,  which  increase 
the  patient’s  discomfort  and  indefinitely  prolong  the  existence  of  the  disease. 

Diagnosis. — The  penis  is  enlarged.  The  skin  is  reddened  only  slightly,  as  the 
swelling  is  due  more  to  oedema  than  congestion  or  inflammation.  The  source  of  the 
discharge  sometimes  can  only  be  ascertained  by  first  clearing  the  orifice  with  a  piece 
of  wadding,  and  passing  an  aural  speculum  down  to  the  urethra.  If  Warts  or 
Balanitis  be  present,  however,  pus  will  appear  at  the  circumference  of  the  tube  as  it  is 
withdrawn. 

Treatment. — Absolute  rest  in  the  recumbent  position  must  be  enjoined.  Of 
equal  importance  is  the  cleansing  of  the  cavity  every  two  or  three  hours  by  means 
of  a  syringe  passed  down  to  the  corona,  using  a  one  per  cent,  solution  of  carbolic  acid. 
The  penis  should  be  elevated  on  the  abdomen  and  wrapped  in  a  piece  of  lint  wet  with 
lead  and  opium  lotion.  No  wadding  should  be  retained  in  the  orifice,  as  it  dams  back 
the  discharge  in  the  urethra,  and  aggravates  the  urethritis.  If  the  swelling  does  not 
promptly  subside,  circumcision  is  the  best  immediate  remedy,  and  at  the  same  time 
most  conducive  to  the  patient’s  future  comfort. 

GONORRHOEAL  PARAPHIMOSIS. 

If,  in  the  circumstances  described  above,  the  prepuce  is  forcibly  retracted  behind 
the  glans,  the  patient  is  frequently  unable  to  move  it  forwards.  The  cutaneous  orifice 
tightly  constricts  the  penis  behind  the  corona,  and  is  in  a  few  hours  lost  to  view  by 
the  oedematous  swelling  of  the  skin  behind,  and  of  the  mucous  membrane  in  front. 
The  under  portion  of  the  prepuce  and  frenum  become  distended  to  a  great  size  with 


fluid,  assuming  a  pale  pink  hue,  and  pitting  for  a  time  on  pressure.  Strangulation 
and  sloughing  or  ulceration  of  the  skin  and  penis  are  extremely  apt  to  follow. 

Symptoms. — Immediately  behind  the  corona  is  a  prominent  collar  of  swollen 
mucous  membrane,  and  behind  this,  but  separated  from  it  by  a  deep  sulcus,  is  a  second 
collar  of  swollen  integuments,  somewhat  less  marked  than  the  first  At  the  bottom 
of  this  sulcus  is  the  constriction.  The  appearance  of  an  organ  affected  by  para¬ 
phimosis  is  thus  extremely  characteristic. 

Treatment. —  Remove  the  constriction  as  speedily  as  possible,  either  by  return¬ 
ing  the  parts  to  their  normal  position,  or  (where  this  cannot  be  done)  by  dividing  the 
seat  of  stricture.  In  less  severe  cases,  the  former  proceeding  is  effected  as  follows : — 
The  penis  is  grasped  behind  the  constriction  between  the  second  and  third  fingers  of 
both  hands,  then  firm  pressure  backwards  upon  the  glans  is  made  by  both  thumbs, 
while  at  the  same  time  the  preputial  structure  is  drawn  forwards.  In  more  severe 
examples  of  the  disease  the  constriction  must  be  divided. 

In  all  cases,  even  after  reduction,  much  oedema  of  the  parts  persists  for  some 
days,  and  this  is  best  treated  by  making  a  series  of  small  incisions  or  punctures  (more 
especially  in  the  neighbourhood  of  the  frenum),  by  which  the  fluid  drains  away,  and 
so  the  swelling  more  rapidly  disappears. 

A  dressing  of  vaseline  and  iodoform  is  afterwards  applied,  and  the  penis 
bandaged  on  the  abdomen,  as  in  phimosis. 


PLATE  II. 


GONORRHCEAL  PARAPHIMOSIS.  GONORRHCEAL  PHIMOSIS 


aj.  ■ 


GONORRHCEAL  WARTS. 


GONORRHOEAL  OPHTHALMIA. 


GONORRHCEAL  WARTS. 

y\  LTHOUGH  warty  growths  are  most  frequently  associated  with  Gonorrhoea,  they 
"  are  occasionally  met  with  in  Syphilis  and  Chancroidal  disease,  and  are  identical 
in  structure,  arise  from  similar  causes,  and  require  the  same  treatment.  In  the  male, 
the  surface  of  the  glans  penis,  the  internal  lining  of  the  prepuce,  and  its  muco¬ 
cutaneous  orifice,  are  the  favourite  sites  of  these  formations ;  sometimes  they  occupy 
the  opening  of  the  urethra  by  a  pedunculated  attachment.  In  the  female,  warts  occur  on 
the  mucous  membrane  of  the  infundibulum  vaginae,  the  nymphae,  and  inner  surfaces  of 
the  labia  majora,  and  are  then  like  those  shown  in  the  drawing  ;  but  when  they  form  on 
the  outer  surface  of  the  vulva,  inside  of  thighs  and  perinaeum,  they  resemble  ordinary 
warts  in  colour  and  texture.  They  are  composed  of  enlarged  papillae,  which  are  joined 
into  one  mass  at  the  base,  and  they  secrete  a  muco-purulent  material  which  is  highly 
infective. 

Causes. — T.Jncleanliness,  and  the  irritation  arising  from  pent  up  and  altered 
secretions,  are  regarded  as  the  exciting  agents,  but  as  these  may  exist  without  producing 
warts,  a  constitutional  predisposition  is  assumed  to  be  present  when  they  occur. 

Diagnosis. — They  are  sometimes  confounded  with  the  Mucous  Syphilides,  but 
these  have  not  the  cauliflower  surface,  and  are  liable  to  erosion  and  ulceration,  which 
never  take  place  in  venereal  warts. 

Treatment. — Absolute  cleanliness,  by  frequent  washing  and  keeping  the  warts 
perfectly  dry,  by  interposing  a  piece  of  boracic  lint  or  absorbent  cotton  between  the 
opposing  surfaces  of  mucous  membrane,  dusting  with  a  powder  of  equal  parts  of 
calomel  and  oxide  of  zinc.  When  they  are  large,  they  are  most  speedily  removed  by 
the  application  of  a  saturated  solution  of  chromic  acid  or  nitric  acid  every  second 
day.  If  they  are  hidden  by  a  phimotic  prepuce,  that  must  be  slit  up  or  removed. 

GONORRHCEAL  OPHTHALMIA. 

Gonorrhoeal  Ophthalmia  is  an  acute  and  severe  form  of  purulent  conjunctivitis, 
induced  by  the  application  of  the  contagious  pus  of  Gonorrhoea  to  the  surface  of  the 


eye.  One  or  both  eyes  may  be  affected,  the  right  most  frequently ,  and  men  suffer 
oftener  than  women.  The  drawings  represent  the  appearances  existing  in  a  young 
man  who  had  a  Gonorrhoea  for  ten  days,  but  whose  ophthalmic  symptoms  were  first 
noticed  only  forty-eight  hours  before  the  pictures  were  taken.  The  eyelids  are  red 
and  swollen,  so  that  they  cannot  be  opened  voluntarily.  Their  margins  are  also 
glued  together  with  an  adhesive  purulent  secretion,  which  escapes  in  a  continuous 
stream  from  the  inner  canthus  on  to  the  cheek.  The  palpebral  and  ocular  conjunc¬ 
tive  are  deeply  injected  and  thickened,  showing  the  cornea,  as  it  were,  on  a  lower 
plane.  Pain  is  continuous,  and  so  severe  as  to  prevent  sleep.  The  left  eye  is 
unaffected. 

The  principal  danger  in  this  disease  is  from  pressure  on  the  cornea,  causing 
ulceration  and  loss  or  impairment  of  vision  ;  and,  in  order  to  avoid  this,  early,  efficient, 
and  careful  treatment  is  necessary. 

Treatment. — The  sound  eye  was  first  washed,  then  covered  with  a  layer  of 
salicylic  wool  secured  by  strips  of  plaster,  and  the  edges  painted  over  with  collodion. 
The  diseased  eye  was  washed  with  a  one  per  cent,  solution  of  carbolic  acid,  the  eyelids 
everted  and  freely  scarified.  The  nurse  was  instructed  to  wash  out  the  secretions  from 
under  the  eyelids  every  two  hours  with  the  above  lotion,  and  to  wipe  the  lids  with 
salicylic  wool.  In  the  intervals  the  patient  mopped  away  any  discharge  in  the  same 
manner,  and  placed  the  pieces  of  wool  and  his  fingers  in  a  dish  containing  some  five 
per  cent,  solution  of  carbolic  acid.  On  each  following  day  a  solution  of  nitrate  of 
silver,  20  grains  to  the  ounce,  was  painted  once  over  the  everted  lids,  and  every  four 
hours  a  5-grain  solution  was  applied.  Gradually,  as  the  congestion  and  secretion 
diminished,  the  weaker  solution  only  was  used,  and  that  more  and  more  seldom  until 
recovery  was  complete.  Patient  rested  in  bed,  had  an  opiate  occasionally,  was 
allowed  soup  and  milk  ad  libitum ,  and  the  bowels  were  kept  open  every  second  day 
by  a  laxative  if  necessary.  In  ten  days  all  traces  of  the  attack  had  disappeared,  but 
too  often,  from  delay  in  applying  for  aid,  as  well  as  occasionally  from  inattention  in 
carrying  out  every  one  of  the  important  details  of  treatment,  the  vision  may  be 
seriously  impaired  or  permanently  destroyed. 
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PLATE  III. 


GONORRHCEAL  SYNOVITIS, 


or  URETHRAL  TOXAEMIA. 


term  Gonorrhoeal  Rheumatism  is  inappropriate  and  misleading,  and,  seeing 
“  that  the  phenomena  are  invariably  associated  with  a  specific  inflammation  of  the 
urethra,  and  fulfil  all  the  symptoms  of  septic  intoxication  so  well  defined  by  Dr. 
Burdon  Sanderson,  the  words  Urethral  Toxaemia  locate  the  site  of  the  cause  and 
describe  the  character  of  the  symptoms. 

Urethral  Toxaemia  is  a  subacute,  often  chronic,  form  of  Synovitis,  attacking  a 
single  large  joint,  such  as  the  knee,  hip,  ankle,  &c.  It  is,  however,  by  no  means  con¬ 
fined  to  one  of  these,  and  not  unfrequently  even  the  smaller  joints  are  involved.  The 
disease  is  more  common  in  men  than  in  women.  The  morbid  process  attacks  not 
only  a  joint  proper,  but  also  the  periarticular  and  ligamentous  structures.  The 
effusion  is  often  large  in  amount,  is  generally  serous  and  sero-purulent,  and,  according 
to  many  surgeons,  it  contains  Gonococci. 

Symptoms. — As  a  rule,  when  any  joint  becomes  attacked,  the  urethral  discharge 
greatly  lessens,  and  in  many  cases  entirely  ceases.  There  is  local  pain  and  tume¬ 
faction,  the  skin  over  the  parts  having  a  dirty  sallow  appearance.  Occasionally  other 
fibrous  structures,  e.g.,  intermuscular  septa,  sclerotic,  &c.,  become  tender  and  painful. 
The  accompanying  fever  is  never  very  pronounced,  and  rarely  more  than  ioo° 
Fahr.  are  registered.  In  the  morning  there  is  always  a  marked  fall,  showing  the 
adynamic  character  of  the  morbid  process.  The  pyrexia  is  slight  in  comparison  with 
the  number  of  joints  involved,  and  invariably  shows  a  slight  rise  when  new  ones  are 
attacked.  Although  all  the  patients  under  my  care  perspired  at  times  rather  freely, 
and  passed  proportionately  condensed  urine,  free  uric  acid  was  not  observed,  a  fact 
differentiating  this  affection  from  Rheumatism,  with  which  Urethral  Toxaemia  has 
been  so  long  ineptly  associated. 

Anaemia  and  great  debility  are  marked  features  of  the  malady.  The  disease 
is  a  most  obstinate  one,  and  even  under  treatment  subsequent  relapses  are  not 


uncommon. 


Treatment . — This  has  been  simply  empirical.  The  first  indication  has  been  to 
arrest  the  discharge,  from  which  all  the  constitutional  symptoms  have  arisen,  chiefly  by 
the  use  of  Koch’s  solution  of  hyd.  perchlor.,  I  to  2000,  or  a  carbolic  solution,  1  to  100. 
Where  the  discharge  has  existed  for  several  weeks,  counter-irritation  over  the  upper 
part  of  the  thigh  has  proved  promptly  successful,  as  Furneaux  Jordan  pointed  out. 
The  affected  joints  are  best  given  perfect  rest  by  building  them  up  in  plaster  of  Paris 
for  a  time,  followed  by  an  elastic  bandage. 

Generous  diet  must  be  enjoined,  and,  to  combat  the  pronounced  anaemia,  iron, 
and  sometimes  arsenic,  are  extremely  beneficial.  I  have  not  found  the  use  of  quinine, 
salicylate  of  soda,  iodide  of  potash,  alkalies,  and  other  anti-rheumatic  remedies  to  be 
of  the  slightest  value. 


PLATE  IV, 
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CHANCROIDS. 


HP  HE  term  Chancroid  is  intended  to  define  a  local  virulent  venereal  sore.  By 
^  thousands  of  cases  of  confrontation  and  experiment  it  has  been  found  to  be  due 
to  contact  with  chancroidal  pus,  is  limited  in  its  action  to  the  affected  part  or  neigh¬ 
bouring  glands,  and  is  neither  immediately  nor  remotely  connected  with  Syphilis. 

The  nature  of  the  essential  poison  is  still  unknown.  In  a  typical  example,  as 
represented  in  the  Drawing  No.  i,  a  series  of  characteristics  are  presented  to  the 
observer,  whereby  he  can  readily  distinguish  such  a  lesion  from  Chancre.  The  ulcer  is 
small  and  rounded,  frequently  several  exist,  or,  if  the  intervening  tissue  is  destroyed, 
one  ulcer  of  considerable  size  is  present.  It  is  surrounded  by  a  faint  pink  areola;  the 
margin  is  sharply  cut  as  if  punched  at  right  angles  to  the  skin  ;  the  edge  is  under¬ 
mined  ;  the  surface  is  covered  with  a  layer  of  semi-necrosed  connective  tissue  of  a 
dirty  yellow  colour,  mingled  with  pus,  which  is  copiously  secreted  ;  the  base  and  also 
the  neighbouring  textures  are  soft,  flexible,  and,  with  the  exception  of  a  slight  amount 
of  oedema,  perfectly  normal.  In  the  great  majority  of  cases  Chancroid  is  painful. 

The  period  which  elapses  between  contact  with  the  poison  and  the  appearance  of 
the  sore — the  incubation,  as  it  is  termed — may  vary  from  two  or  three  days  to  a  week 
or  ten  days.  Chancroidal  pus  is,  unlike  the  secretions  from  an  uninflamed  Chancre, 
auto-inoculable,  and  when  this  is  experimentally  used,  the  poison  produces  a  red  spot 
in  twelve  hours,  which  in  twenty-four  becomes  a  pustule,  bursting  and  displaying  the 
specific  ulcer  at  the  end  of  the  third  day.  The  prolonged  incubation  is  accounted  for 
when  the  pus  is  permitted  to  remain  in  contact  with  unabraded  epithelium,  which 
eventually  is  removed  by  maceration  and  corrosion,  and  the  specific  effect  tardily 
produced. 

A  simple  Chancroid,  in  its  natural  career,  tends  to  appreciable  increase  in  size 
or  number  for  the  first  ten  or  twelve  days  ;  then,  if  unirritated  or  not  treated,  remains 
almost  stationary  for  about  the  same  period  ;  after  which  repair  sets  in,  evidenced  by 
sloughs  ceasing  to  form,  pink  granulations  taking  their  place,  the  edge  filling  up,  and 
cicatrisation  gradually  extending  from  the  circumference. 

The  situation  of  the  Chancroids  shown  in  the  drawing  is  very  common, 
because  it  is  frequently  the  seat  of  abrasions,  and  also  because  in  uncleanly  persons 


Chancroidal  pus  is  left  to  exercise  its  morbific  powers.  The  mobility  of  the  textures 
here  is  a  bar  to  reparative  action,  and  requires  to  be  taken  into  account  in  directing  the 
treatment,  otherwise  the  ulcerative  process  may  open  the  urethra,  increase  the  diffi¬ 
culties  of  treatment,  and  permanently  interfere  with  the  comfort  of  the  patient. 
Chancroids  are  found  on  all  parts  of  the  body,  and  very  often  on  the  fingers  of  patients 
who  have  inoculated  themselves  from  their  venereal  sores.  On  the  face  and  head 
they  are  especially  dangerous,  apt  to  become  phagedaenic ;  in  the  vagina,  anus  and 
rectum,  and  at  the  surface  of  the  urethra  they  are  always  very  painful,  requiring  much 
patience  and  care  to  heal  them. 

In  the  female  Chancroid  is  a  more  difficult  ailment  to  treat  than  in  the  male. 
The  sores  are  sometimes  found  on  the  os  uteri,  very  rarely  in  the  vagina,  and  chiefly 
on  the  labia  and  the  fourchette.  The  absence  of  hygiene  and  the  irritating  action 
of  urinary  or  menstrual  secretions  stimulates  the  ulcerative  process,  and  increases 
largely  the  auto-inoculable  pus,  which  trickles  downwards  to  the  grooves  around  the 
anus,  and  causes  the  formation  of  a  stellate  ulcer,  which  in  most  cases  extends  for  a 
certain  distance  upwards  in  the  rectum. 

The  illustration  No.  2  was  taken  from  a  young  woman  at  twenty,  who  had 
acquired  Syphilis  some  months  previously,  but  only  began  to  complain  of  pain  and 
discomfort  a  fortnight  before  admission. 

The  labia  minora  are  thickened,  reddened,  and  studded  with  a  series  of  small 
round  and  ovoidal  ulcers,  situated  on  the  free  margins  and  inner  surfaces,  and  present 
in  every  respect  phenomena  exactly  similar  to  those  already  described.  It  is  to  be 
noted  incidentally  that  Syphilis  is  no  protection  against  the  contagion  of  the  venereal 
sore. 


The  treatment  of  Chancroid  at  its  different  stages,  and  in  different  localities, 
will  be  detailed  after  its  complications  and  varieties  are  described. 
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CHANCROIDAL  PHIMOSIS. 


BUBONIC  CHANCROID. 


CHANCROIDAL  PHIMOSIS. 

HpHERE  are  three  conditions  in  connection  with  Chancroidal  inoculation  which 
^  conduce  to  the  formation  of  phimosis.  If  the  sore  is  situated  at  the  orifice  of  a 
normal  prepuce,  the  infective  pus,  lodging  in  the  folds  of  delicate  mucous  membrane, 
macerates  it,  and  speedily  develops  a  circlet  of  Chancroids  in  that  situation.  This 
process  alone  occasions  a  certain  degree  of  inflammatory  action,  which  is  much 
increased  by  the  irritating  effect  of  the  passage  of  urine  over  the  ulcers,  and  also  by 
the  unavoidable  movements  of  the  part,  so  that,  in  a  very  short  time,  the  surrounding 
skin  becomes  red  and  tender,  and  the  loose  connective  tissue  distended  with  serum,  so 
that  the  prepuce  can  no  longer  be  retracted.  When  a  Chancroid  forms  on  the  under 
surface  of  a  prepuce  whose  orifice  is  congenitally  narrow,  the  poisonous  pus  cannot, 
with  the  most  earnest  endeavours,  be  completely  removed,  and  it  is  apt  to  exercise  its 
auto-inoculative  power  in  producing  new  ulcers  on  other  portions  of  the  prepuce,  or  on 
the  glans  penis,  whereby  such  an  amount  of  inflammatory  action  is  set  up  that  the 
backward  movement  of  the  prepuce  is  impossible.  And  lastly,  when  a  Chancroid, 
existing  either  on  the  glans  penis  or  prepuce,  is  mechanically  irritated  by  too  frequent 
manipulation,  or  chemically  excited  by  caustic,  as  was  the  case  in  the  example 
depicted,  or  any  other  inappropriate  application,  or  where  the  patient  indulges  in 
alcohol  or  venereal  acts,  the  sore  and  its  surroundings  become  inflamed,  and  phimosis 
established. 

The  chief  dangers  attending  this  condition  are  that  the  Chancroids  exposed  to 
excessive  pressure  may  slough  and  destroy  great  portions  of  the  skin,  or  the  glans 
may  ulcerate  extensively,  as  is  shown  in  Plate  VII.,  or  the  meatus  may  become  infected, 
and,  by  subsequent  contraction  after  cicatrisation  occasion  a  stricture  of  a  very 
troublesome  character,  or  the  pent-up  secretions  may  find  their  way  into  the  lym¬ 
phatic  system,  and  give  rise  to  a  virulent  Bubo,  or  open  into  the  subcutaneous  tissue 
of  the  penis,  and  burrowing  there,  destroy  the  skin  largely,  and  permanently  impair 
the  function  of  the  organ. 


Even  when  none  of  these  more  malign  accidents  happen,  Chancroids  com 
plicated  with  phimosis,  heal  very  slowly,  and,  if  they  have  occupied  the  preputial 
orifice,  a  chronic  inflammatory  thickening  of  the  part  endures  for  a  lon&  time, 
very  often  followed  by  a  permanent  cicatricial  contraction  of  the  opening. 


Diagnosis.— In  all  cases  of  inflammatory  phimosis,  it  is  necessary  at  once  to 
determine  whether  Balanitis,  Chancroids,  or  Gonorrhoea  is  the  cause.  In  the  first 
case,  there  is  usually  the  fact  of  a  tight  prepuce,  previous  attacks  of  varying  severity, 
and  not  necessarily  any  venereal  contact.  In  the  latter  two  conditions,  there  is,  of 
course,  exposure  to  venereal  poison,  and  as  the  incubation  of  both  affections  is  of 
similar  duration,  the  question  can  only  be  decided  by  a  careful  inspection  made  in  the 

following  manner : — 


The  penis  should  be  held  with  the  left  hand,  and  all  purulent  discharge  at  the 
orifice  cleared  away  with  absorbent  cotton,  retracting  the  prepuce  to  its  fullest  extent. 
Then,  compressing  the  organ  steadily  with  fingers  and  thumb,  the  observer  takes 
notice  if  the  pus  issues  from  the  urinary  meatus  or  from  the  apposed  surfaces  of  the 
glans  and  prepuce.  Sometimes  both  diseases  co-exist.  Sores  may  have  been  seen 
before  the  swelling  occurred,  and  their  situation  afterwards  can  be  elicited  by  gentle 
pressure.  When  the  glans  is  completely  hidden  by  the  turgescence,  rest  in  bed,  mild 
diet,  frequent  washing  with  injections  of  i  per  cent,  carbolic  solutions,  and  the  appli¬ 
cation  of  lead  and  opium  to  the  organ,  will,  in  a  day  or  two,  reduce  the  congestion  so 
as  to  enable  a  diagnosis  to  be  made. 


BUBONIC  CHANCROID. 

The  specific  poison  of  a  Chancroid,  which  experiment  has  shown  to  be  resident 
in  the  pus  only,  may  pass  into  the  lymphatics  of  the  part,  and  be  conveyed  thence  to 
the  neighbouring  glands.  In  such  circumstances,  a  virulent  Bubo  is  established,  and 
suppuration  is  inevitable.  It  has  been  calculated  that  this  complication  happens  once 
in  every  three  cases,  but  this  statement  includes,  also  those  in  which  the  glands  are 
subjected  to  simple  imflammatory  action,  which  may,  in  certain  constitutions, 
under  appropriate  and  early  treatment,  undergo  resolution.  The  specific  inflamma¬ 
tion  of  the  gland, — for  it  is  usually  mono-glandular,  or  one  on  each  groin, — may  take 
place  early  in  the  disease,  within  a  few  days  of  the  appearance  of  the  sores,  or  when 
these  have  nearly  healed  ;  and  occasionally  it  is  delayed  for  some  weeks,  or  months, 
after  cicatrisation  is  complete.  The  process  is  always  attended  by  intensely  active 
local  symptoms,  beginning  with  stiffness  and  pain  in  the  groin,  and  soon  followed  by 
swelling  and  redness.  The  skin  ceases  to  be  moveable  over  the  gland,  becoming 
fixed,  by  plastic  exudation,  to  its  projecting  circumference,  and  it  is  subjected  to  such 
a  gradually  increasing  pressure,  that  ulceration  is  speedily  induced.  When  this 
occurs,  the  gland  may  or  may  not  have  burst,  but  the  diminished  tension  always  gives 
temporary  relief.  If,  however,  the  gland  has  given  way,  and  the  specific  pus  come  in 


contact  with  the  edges  of  the  opening  in  the  skin,  these  will,  in  twenty-four  hours, 
assume  all  the  characteristics  of  a  Chancroid.  The  aperture  will  enlarge  by  ulceration, 
and  as  the  connective  tissue  offers  less  resistance  than  the  skin,  the  margin  will  be 
undermined,  and  the  borders  acquire  a  livid  colour,  and  hard  edges.  The  base  is 
ragged,  uneven,  and  covered  with  a  semi-adherent  flocculent  slough,  mingled  with  an 
ample  supply  of  pus,  which  is  both  auto-  and  hetero-inoculable, — the  whole  constitut¬ 
ing  a  Bubonic  Chancroid.  From  the  absence  of  plastic  exudations,  as  in  other  specific 
inflammations,  the  poisonous  pus  burrows  along  the  groin,  down  into  the  thigh,  either 
superficially  or  in  the  connective  tissue  surrounding  the  main  vessels,  or  mounts 
upwards,  undermining  first,  and  then  destroying  the  skin  over  the  abdomen,  but  rarely 
extending  to  the  thorax.  The  deep  fascia  is  seldom  attacked,  but,  as  the  connective 
tissue  falls  an  easy  prey  to  the  destructive  process,  and  the  nutrient  vessels  of  the  skin 
ramify  in  it,  portions  of  the  latter  are  liable  to  ulcerate  in  a  serpiginous  or  phagadoenic 
manner,  and  may  continue  to  do  so  for  very  long  periods,  as  is  well  illustrated  in 
Plate  VIII.,  where  the  morbid  process  lasted  almost  continuously  for  a  period  of 
eight  years. 

Diagnosis. — If  the  Bubo  attending  Chancroids  is  of  a  simple  inflammatory 
nature,  as  is  often  the  case,  the  five  cardinal  symptoms, — pain,  heat,  redness,  swelling, 
and  loss  of  function, — will  all  be  present,  but  they  will  develop  gradually,  and  increase 
comparatively  slowly.  The  simple  inflammatory  Bubo  usually  occurs  very  early  in  the 
course  of  Chancroids,  and  is  frequently  determined  by  excessive  exercise,  mechanical 
injury,  or  alcoholic  indulgence.  If  seen  early,  it  responds  promptly  in  many  cases  to 
treatment,  and  may  end  in  resolution.  The  Virulent  Adenitis  has  precisely  the 
same  character  of  symptoms,  but  their  quality  is  greatly  intensified.  It  requires 
no  external  exciting  cause,  beyond  the  absorption  of  chancroidal  pus.  At  no  stage 
of  its  career  does  treatment  arrest  its  progress,  which  is  steadily  towards  suppuration, 
and  the  establishment  of  a  Bubonic  Chancroid.  A  peri-adenitis  may  accompany  both 
forms  of  inflammation,  and  this  may  be  opened  naturally  or  by  the  knife ;  but 
whenever  the  chancroidal  pus  presents  itself  in  the  wound,  the  fact  is  soon  recognised 
by  the  specific  inoculation  producing  its  peculiar  action  in  the  open  sore,  as  has  been 
described  above. 
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SERPIGINOUS  ULCERATION. 


SLOUGHING  PHAGADENA. 


HHHE  drawings  represent  two  virulent  forms  of  Chancroidal  disease,  which  occurred 
A  in  two  young  men  under  twenty  years  of  age,  whose  physique,  temperate 
habits,  and  hygienic  condition  were  very  much  higher  than  the  average  hospital 
patient.  In  case  No.  i  a  number  of  small  circular  ulcers,  extending  all  round  the 
inner  aspect  of  the  preputial  orifice,  were  first  noticed  about  a  week  after  connection, 
but  were  speedily  lost  to  view  by  the  swelling  of  the  foreskin,  which  also  became  red 
and  painful.  The  pain  was  increased  by  movement,  and  especially  after  making 
water.  For  six  weeks  previous  to  admission,  a  copious  and  constant  discharge  of  pus 
led  to  his  being  treated  for  Gonorrhoea,  which,  however,  did  not  exist.  On  removing 
the  prepuce  a  large  ulcer  was  discovered  on  the  anterior  half  of  the  right  side  of  the 
glans,  involving  the  froenum  and  urethral  opening.  At  its  posterior  margin  the  sore 
was  partly  cicatrised,  and  in  part  covered  with  healthy  granulations.  Passing  forward, 
the  floor  became  rough,  hollowed,  and  irregular,  covered  with  an  adherent 
flocculent  slough  which  obscured  the  meatus  urinarius.  Quite  anteriorly  the  glans 
was  undermined  for  about  a  line,  and  the  sulcus  filled  with  thin  watery  pus,  showing 
that  the  ulcer  had  begun  posteriorly,  and  was  gradually  progressing  toward  the 
apex  of  the  glans,  destroying  the  structure  of  the  organ  superficially. 

The  rapidly  destructive  action  of  Sloughing  Phagadena  is  well  illustrated  by 
Fig.  2,  which  was  taken  on  the  tenth  day  after  infection.  On  the  third  day  a  small 
round,  white-looking  ulcer  was  observed  in  the  middle  of  the  inner  surface  of  the 
prepuce,  and  was  touched  with  nitrate  of  silver.  On  the  following  day  the  whole 
penis  became  swollen,  red,  and  painful,  with  an  oedematous  phimotic  prepuce.  On 
the  seventh  day  a  black  spot  appeared  on  the  dorsum  of  the  organ,  increased  steadily 
in  size,  and  on  the  tenth  day  assumed  the  aspect  represented  in  the  drawing. 

The  yellow  grey  slough  involved  the  whole  thickness  of  the  skin,  and  was 
firmly  adherent  around  its  circumference,  except  anteriorly.  The  margins  of  the 
ulcer  were  of  a  circular  form  and  sharply  cut  generally,  but  on  the  preputial  side, 
where  they  had  come  in  contact  with  the  urine,  the  skin  was  irregular  in  outline, 
loose,  and  of  a  bluish  black  colour,  showing  that  at  this  point  the  death  of  the  skin 


was  most  sudden  and  progressive.  The  urine  was  wholly  voided  in  this  situation, 
and,  a  portion  mingling  with  the  sero-purulent  bloody  pus  from  the  sore,  gave  rise  to 
an  excessively  foetid  odour.  The  pain  was  not  very  intense,  probably  because  there 
was  so  little  tension,  and  the  temperature  on  his  admission  (tenth  day)  was  only 
ioo°  F.  The  pus  is  of  course  auto-inoculable  in  both  cases,  but  the  phagadenic 
character  is  not  hetero-inoculable,  from  which  it  may  be  assumed  that  the  character 
of  the  inflammatory  process  is  less  dependent  on  the  quality  of  the  seed,  than  on 
the  nature  of  the  soil  in  which  it  is  sown  ;  but  what  these  conditions  are,  science  has 
not  yet  been  able  to  determine.  In  neither  case  were  the  inguinal  glands  affected. 

Both  forms  of  Phagadenic  Chancroid  leave  permanent  evidence  of  their  presence 
in  greater  or  lesser  cicatricial  textures,  but  in  the  sloughing  variety  there  is  always 
great  risk  of  haemorrhage,  and  in  bad  cases,  where  the  treatment  has  been  too  long 
delayed  or  inappropriate,  the  destruction  of  parts  takes  place  very  quickly,  and  may 
amount  to  deformity,  with  corresponding  loss  of  functions. 

The  diagnosis  of  these  diseases  is  easy,  only  the  Serpiginous  Ulceration  may,  as 
in  the  case  cited  above,  be  masked  by  a  swollen  phimotic  prepuce,  which  in  all  cases 
of  doubt  should  be  slit  up  or  removed. 


PLATE  VII 
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SERPIGINOUS  ULCERATION.  SLOUGHING  PHAGADENA. 


CICATRICES  AFTER  CHANCROIDS. 


ITH  short  intermissions,  L.  P.,  aged  twenty-eight,  had  been  an  inmate  of  the 


Lock  Wards  for  the  last  eight  years.  She  was  originally  admitted  suffering 


from  Chancroids,  which  inflamed  and  became  phagoedenic,  causing  great  destruction 
of  the  external  organs  of  generation,  as  well  as  portions  of  the  vagina  and  rectum. 
After  a  time,  cicatrisation  began,  and  was  first  complete  in  the  vagina  as  far  outwards 
as  the  vestibule.  Then  the  rectum  healed.  Frequently  the  hope  was  entertained  that 
the  large  serpiginous  sores  were  about  to  follow  the  same  course,  but  continually 
recurring  relapses  of  ulceration  broke  down  the  newly  formed  cicatrix,  and  occasionally 
involved  a  new  portion  of  healthy  skin,  so  that  open  sores  have  existed  here  for  eight 
years.  Although  these  actively  progressive  conditions  gave  rise  to  much  pain  and 
irritation,  the  patient’s  general  health  was  reported  good,  and  never  complicated  by 
any  syphilitic  symptom. 

The  treatment  adopted  previously  included  cauterisation  with  several  chemical 
agents,  and  the  Paquelin  cautery,  scraping  with  Volkmann’s  spoon  repeatedly,  skin 
grafting,  and  the  application  of  a  variety  of  substances  as  dressings,  eg.,  boric, 
carbolic,  chloride  of  zinc,  and  mercurial  lotions,  iodoform  in  powder  and  in  combina¬ 
tion  with  ether  and  vaseline.  In  addition,  iron,  quinine,  and  cod  liver  oil  were 
administered,  and  diligent  attention  was  paid  to  the  rectal  constriction  from  the 
moment  of  its  detection,  but  all  these  local  and  general  measures  were  not  crowned 
with  success. 

When  the  patient  came  under  my  charge,  on  ist  February  1883, 1  found  that  the 
lower  two-thirds  of  the  labia  majora,  the  whole  of  the  labia  minora,  and  the  clitoris  had 
been  destroyed  ;  the  outer  surfaces  of  the  remaining  third  of  the  labia  majora  were  of 
natural  appearance,  but  their  inner  aspects  were  ulcerated  and  covered  with  pale 
granulations  ;  the  vagina  was  funnel-shaped,  its  natural  surface  replaced  by  smooth 
rose-tinted  cicatricial  tissue,  and  was  so  narrow  about  one  and  a  half  inches  from  the 
vestibule  as  to  admit  the  little  finger  with  difficulty.  The  anus  was  firmly  puckered 
into  a  small  aperture,  and  the  rectum  for  two  inches  would  only  permit  the  introduc¬ 
tion  of  the  forefinger.  The  tissue  representing  the  mucous  membrane  was  smooth, 
thin,  and  firm,  and  also  paler  than  natural.  Extending  outwards  from  the  commissure 
to  the  upper  parts  of  both  thighs,  were  two  large  serpiginous  ulcers,  whose  margins  of 
crescentic  outline  were  partially  undermined,  and  in  part  healing.  Their  surfaces  were 


irregular,  having  a  yellowish-grey  base,  on  which  nodules  of  darkly  congested  granu 
lation  tissue  were  implanted  like  islets,  and  on  the  summits  of  some  of  these 
epidermis  had  formed.  The  discharge  was  moderate,  thinly  purulent.  The  sores 
were  nearly  painless,  excepting  during  and  after  the  menstrual  period,  when  they 
usually  also  increased  in  size.  The  meatus  urinarius  occupied  its  natural  position,  but 
a  little  retracted  behind  the  remnants  of  the  labia  majora,  so  that  the  urine  could  not 
be  voided  without  impinging  on  the  surrounding  parts.  Neither  enlarged  glands 
nor  abscess  cicatrices  were  found  in  the  groins.  The  patient  was  not  emaciated,  but 
sallow  and  anaemic,  ate  and  slept  well,  and  complained  chiefly  of  inability  to  walk, 
occasional  constipation,  varied  with  sharp  attacks  of  diarrhoea,  when  blood  and  mucus 
were  always  present.  The  abdomen  was  tympanitic,  but  was  neither  painful  nor 
tender  anywhere  on  pressure. 

Remarks. — Reviewing  all  the  facts  of  the  case,  it  was  evident  that  the  vagina, 
the  part  which  had  enjoyed  the  greatest  amount  of  physiological  rest,  was  the  first  to 
heal,  significantly  pointing  out  one  principle  of  treatment.  Although  the  rectal 
ulceration  had  also  ceased,  it  had  been  replaced  by  a  stricture,  which  had  occasioned  a 
dilatation  of  the  canal  above  it,  whose  mucous  membrane,  irritated  and  congested  by 
the  presence  of  impacted  faeces,  was  the  source  of  the  blood  and  mucus  met  with  in 
the  diarrhoeic  attacks.  In  ordinary  circumstances,  the  motions  were  passed  in  ribbon¬ 
shaped  masses,  after  repeated  efforts,  with  considerable  pain  and  straining.  Colotomy 
might  have  removed  the  irritation  arising  from  alvine  excretions,  but  the  urinary  and 
menstrual  would  still  have  injuriously  affected  the  cicatrisation  of  the  serpiginous 
sores. 

Treatment. — The  principle  of  treatment  I  adopted  was  to  remove  every  source 
of  irritation.  Accordingly,  in  the  first  place,  I  instructed  the  patient  to  draw  off  the 
urine  always  by  a  flexible  catheter,  and  ordered  the  bowel  to  be  cleared  every  morning 
by  a  large  water  enema,  and  a  bougie  to  be  passed  twice  a  week. 

At  the  first  opportunity  after  the  monthly  period,  I  scraped  off  the  devitalised 
unhealthy  granulation  tissue  of  both  sores,  pared  their  edges,  dissected  up  the  outer 
for  an  inch,  and  brought  them  together  with  deep  button  silver  sutures  and  superficial 
catgut  ones,  dressing  the  wounds  with  i  to  6  eucalyptus  and  olive  oil.  After  the 
ligatures  came  away,  the  size  of  the  ulcers  was  diminished  tcJ  one-third,  and  healthy 
granulation  proceeded  slowly.  Anticipating  the  return  of  the  catamenia,  I  caused 
the  vestibule  of  the  vagina  to  be  filled  with  absorbent  cotton,  which  was  in  the 
meantime  useful  in  mopping  up  a  leuchorrheal  discharge  constantly  present.  While 
these  measures  were  carried  out  the  patient  rested  in  bed,  had  a  generous  diet,  with 
4  oz.  of  wine  daily,  and  citrate  of  iron  and  quinine.  On  May  3d  complete  cicatrisation 
had  taken  place. 

The  accompanying  drawing  gives  a  good  representation  of  the  appearance  of 
the  parts  two  months  after  the  patient’s  recovery. 


PLATE  VIII 
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TREATMENT  OF  CHANCROIDS. 


TFa  Chancroid  is  situated  upon  an  open  surface,  and  is  seen  early,  the  prompt  appli¬ 
cation  of  an  appropriate  caustic  will  speedily  cure  the  disease.  The  virus  resides 
in  the  pus  and  superficial  layer  of  molecular  slough,  but  some  of  the  agents  which  are 
used  do  not  destroy  the  latter,  and  consequently  fail  to  effect  a  cure.  Nitrate  of  silver 
and  sulphate  of  copper  are  utterly  inadequate,  but  perfect  results  are  obtained  by  nitric 
or  sulphuric  acids  and  the  chloride  of  zinc.  In  applying  the  escharotic  the  pus  should 
be  entirely  removed  by  a  piece  of  absorbent  wadding,  and  the  acid  carefully  spread 
over  the  surface  of  the  sore  and  under  the  overhanging  edge  by  means  of  a  slender 
glass  rod  or  pointed  piece  of  hard  wood.  Any  excess  of  acid  should  be  absorbed  or 
neutralised,  and  the  slough  allowed  to  separate  without  the  aid  of  heat  and  moisture. 
With  the  removal  of  the  slough  a  rounded  ulcer  with  healthy  granulations  presents 
itself. 


If  there  are  several  sores,  they  must  all  simultaneously  undergo  the  same  treat¬ 
ment,  otherwise  the  discharge  from  the  untouched  sore  will  re-infect  the  healing  ulcers. 

If  the  Chancroids  are  not  seen  until  they  have  ceased  to  spread  and  lost  their 
characteristic  features,  but  without  showing  any  tendency  to  heal,  a  speedy  improve¬ 
ment  will  follow  a  careful  cleansing  of  the  sore  and  the  application  of  iodoform.  As 
soon,  however,  as  this  remedy  has  freshened  up  the  granulations  its  proper  function 
is  accomplished,  and  it  should  give  place  to  a  mild  stimulating  lotion  which  will 
expedite  cicatrization. 

Venereal  sores  within  the  male  or  female  urinary  meatus  should  not  be  acted 
upon  by  strong  escharotics,  which  might  destroy  too  much  structure  and  injuriously 
affect  function,  but  should  be  kept  scrupulously  clean  after  each  act  of  urination,  and 
a  dossil  of  lint  dipped  in  a  mixture  of  iodoform  and  vaseline  (40  grains  to  an  ounce) 
introduced. 

When  Chancroids  develop  on  or  near  the  froenum,  the  continual  movement  of 
the  part  and  lodgment  of  virulent  pus  excite  the  rapid  spread  of  ulceration,  which 
often  opens  into  the  urethra,  causing  a  fistula,  and  is  in  all  circumstances  a  very 
painful  condition.  Speedy  relief  and  freedom  from  risk  are  obtained  by  dividing  the 


froenum  and  touching  the  cut  surfaces  and  neighbouring  sores  with  nitric  acid,  and 
finally  dressing  the  part  with  absorbent  wool  until  the  slough  separates,  when  healthy 
granulation  ensues. 

A  Chancroidal  Bubo  should  be  opened  as  early  as  possible.  If  by  its  rapid 
growth  and  sudden  pressure  it  has  caused  peri-adenitis,  an  incision  of  the  skin  from 
without  inwards  will  evacuate  the  pus,  relieve  tension,  and  permit  the  opportunity  of 
healthy  granulation  tissue  growing  before  the  affected  gland  gives  way  or  is  opened,  and 
the  Bubonic  Chancroid  resulting  is  not  so  apt  to  spread.  As  soon  as  the  Bubonic 
Chancroid  is  recognised  it  should  be  destroyed.  First  the  irregular  cavity  is 
thoroughly  dried,  then  a  glass  rod  dipped  in  carbolic  acid  is  passed  over  every 
elevation  and  depression,  and  under  the  undermined  edges,  and  again  the  cavity 
mopped  out.  But  as  the  rugged  irregularities  cannot  be  satisfactorily  dealt  with  by  a 
fluid,  the  whole  open  surface  should  be  packed  with  a  freshly  made  paste,  composed  of 
equal  parts  of  chloride  of  zinc  and  flour,  moistened  with  enough  alcohol  to  make  a 
sufficiently  pliant  mass.  This  may  be  allowed  to  remain  in  contact  with  the  ulcer  for 
twenty-four  hours,  and  then  can  be  easily  removed  if  a  layer  of  carbolised  gauze  has 
been  spread  over  the  bottom  of  the  cavity  before  applying  the  paste.  A  slough,  from 
an  eighth  to  a  quarter  of  an  inch  thick,  forms  and  separates  in  about  four  days,  without 
the  help  of  poultice  or  water  dressing,  leaving  a  healthy  granulating  surface,  which 
only  requires  ordinary  treatment. 

When  Chancroids  are  complicated  with  phimosis  the  shortest,  safest,  and  least 
painful  method  is  to  open  up  or  remove  the  prepuce,  treating  the  ulcers  as  above, 
dressing  the  freshly  cut  surfaces  freely  with  iodoform,  and  avoiding  the  use  of  sutures. 

I 

In  Sloughing  Phagadena  the  dead  tissue  should  be  removed  by  scissors 
without  injury  to  the  living,  all  fluid  debris  washed  away,  and  the  base  and  edges  of 
the  ulcer  dried,  then  freely  cauterized.  Constitutional  measures  must  not  be  neglected 
in  the  treatment  of  this  variety,  and  consist  chiefly  of  quinine  and  iron,  nourishing 
food,  and  moderate  stimulants.  When  Chancroids  have  existed  for  a  long  time  and 
caused  extensive  destruction  of  the  skin  and  subcutaneous  textures,  the  management 
of  each  case  will  probably  require  special  modifications  of  treatment,  and  this  will  be 
proportionately  successful  if  the  principles  which  govern  it  are  based  upon  complete 
removal  or  destruction  of  devitalized  tissue,  with  absolute  cleanliness  and  rest. 


CHANCRES  (PENIS). 


RAW  EROSION. 

ALTHOUGH  the  cup-shaped  indurated  Chancre  shown  in  Plate  XI.  is  the  most 
indubitable  form  of  Primary  Syphilis,  it  is  not  the  most  frequent.  Very 
commonly  a  Chancre  presents  itself  as  a  slight  round  erosion,  seated  on  an  indurated 
base  of  variable  size.  There  is  no  ulceration,  no  pus,  perhaps  occasionally  only  a  little 
bloody  serum,  which  may  coagulate  if  the  sore  is  situated  upon  a  cutaneous  surface, 
forming  a  thin  pellicle,  which  is  thrown  off  from  time  to  time,  and  again  renewed.  The 
skin  over  the  induration  is  of  a  dark  red  or  livid  colour.  As  the  erosion  is  painless, 
the  clinical  observer  has  rare  opportunities  of  watching  this  variety  of  Chancre  in 
women  who  are  unconscious  of  its  existence  when  it  is  seated  in  the  genital  passage. 

After  a  few  weeks  the  congestion  diminishes,  the  cells  forming  the  induration 
are  absorbed,  and  no  trace  of  the  superficial  lesion  can  be  detected,  so  that  a  grave  error 
has  arisen  that  Syphilis  may  be  established  without  any  primary  sore. 

Example  No.  I.  was  taken  from  a  young  man  who  had  acquired  Syphilis  eight 
weeks  previous  to  admission.  He  noticed  a  small  red  papule,  which  had  grown  to  the 
size  and  shape  depicted  in  ten  days,  without  giving  rise  to  any  irritation  beyond  a  slight 
sense  of  tickling.  A  dry  scale,  attached  only  at  the  centre  of  its  under  surface,  was 
removed  to  show  the  moist  erosion. 

SUPERFICIAL  ULCER. 

Another  variety  of  frequent  occurrence  is  a  Superficial  Ulcer,  whose  edges  are 
sloping  and  adherent,  and  the  base  of  a  yellowish  grey  colour,  secreting  a  thin  sero- 
purulent  discharge.  A  rosy  areola  surrounds  the  sore — the  most  valuable  diagnostic 
sign — induration  is  almost  always  present ;  but  where  it  is  not  well  marked,  being,  as  it 
is  called,  of  “  parchment  like  thickness,  the  ulcer  should  be  pinched  up  between  the 
finger  and  thumb,  and  lateral  pressure  applied,  when  a  peculiar  sense  of  resistance  will 
be  readily  appreciated.  This  sore  in  its  development  may  approach  in  character  to 
the  cup-shaped  indurated  Chancre,  or  to  that  of  the  simple  erosion  above  described, 
before  cicatrisation  takes  place.  Example  II.  occurred  in  the  seventh  week  of  infection. 


Both  these  Chancres  observe  the  same  laws  regarding  incubation  as  the  typical 
hard  Chancre,  and  like  it  they  are  no  index  of  the  mildness  or  severity  of  the  con¬ 
stitutional  disease  of  which  they  are  the  first  evidence.  The  poison  of  Syphilis  may  be 
combined  with  that  of  Chancroid,  and  the  latter  may  have  developed  and  reached 
recovery  before  the  incubation  period  of  Chancre  has  expired,  a  fact  which  should  make 
the  surgeon  cautious  in  prognosis  regarding  the  presence  or  absence  of  Syphilis  until 
eight  or  ten  weeks  have  elapsed. 

Diagnosis. — In  the  earliest  days  of  Chancre,  if  there  be  no  clear  history  of  an 
incubation  period  ranging  from  ten  days — the  soonest,  to  twelve  weeks — the  most 
remote — the  surgeon  should  not  venture  upon  an  unequivocal  diagnosis,  but  wait. 
When  it  has  advanced,  and  acquired  all  the  characters  described  above,  and  if  it  be 
attended  with  multiple  inguinal  enlargement,  it  is  easy  to  pronounce  a  definite  opinion. 

The  superficial  ulcer  and  the  raw  erosion  are  too  often  wrongly  apprehended, 
being  considered  to  be  merely  abrasions,  which  is  an  error  not  likely  to  occur  with  the 
cup-shaped  indurated  sore.  Still  a  careful  and  correct  mode  of  investigation  will  often 
disclose  induration  at  the  base,  which  then  becomes  a  symptom  of  great  significance  if 
nothing  has  been  used  to  irritate  the  sore. 

A  Chancre  is  usually  single,  of  more  or  less  rounded  outline,  painless,  secretes 
only  sero-purulent  fluid  in  small  quantity,  grows  and  heals  slowly,  and  in  ten  days  or 
a  fortnight  after  its  first  appearance  is  invariably  followed  by  a  chronic  indurated 
enlargement  of  the  nearest  lymphatic  glands. 

Treatment. — The  patient  should  lead  a  continent  life,  abstaining  from  alcohol 
and  tobacco,  and  avoid  fatigue.  Locally  the  parts  should  be  kept  clean  and  the  sore 
dressed  with  water  or  black  wash.  Cauterants  are  not  only  useless,  but  retard  the 
healing  of  the  Chancre.  Constitutional  treatment  should  not  be  commenced  until  a 
quorum  of  symptoms  makes  the  diagnosis  absolutely  certain  to  patient  as  well  as  his 
doctor. 
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SYPHILITIC  PHIMOSIS. 
DIGITAL  CHANCRE. 


SYPHILITIC  PHIMOSIS. 

A  \  /'HEN  any  part  of  the  prepuce  is  affected  with  Chancre,  and  especially  if  it  be 
situated  at  the  orifice  or  on  the  froenum,  the  same  causes  which  originate 
Phimosis  in  Chancroids  are  liable  to  produce  it  here  also.  The  inflammatory  changes 
are,  however,  usually  of  a  less  intensely  acute  character,  and  the  exudation  is  more  of 
a  firm  fibrous  than  oedematous  nature.  If  the  Phimosis  has  existed  for  some  time,  the 
contracted  preputial  opening  may  be  occupied  by  moist,  flat  red  swellings  (Mucous 
Syphilides),  which  become  eroded  and  fissured,  and  are  rendered  painful  by  urine 
passing  over  them  or  lodging  in  the  grooves. 

Diagnosis. — In  an  uncomplicated  case,  the  comparatively  late  appearance  of  the 
sore  after  contagion,  the  gradual  and  slow  formation  of  the  swelling,  its  dense,  hard 
character,  and,  above  all,  the  presence  of  Mucous  Syphilides,  are  clear  indications  that 
the  Phimosis  is  syphilitic. 

Treatment. — This  complication  may  be  prevented  by  avoiding  all  unnecessary 
movement  of  the  prepuce,  and  observing  the  strictest  cleanliness.  When  it  first 
appears  also,  by  rest  in  bed,  elevating  the  penis  on  the  abdomen,  applying  solution  of 
lead  and  opium,  and  carefully  removing  all  morbid  secretions,  its  course  may  be 
averted.  A  fully  developed  Syphilitic  Phimosis  is  apt  to  linger  a  very  long  time,  and 
the  cicatrisation  of  the  sore  to  be  greatly  delayed,  so  that  circumcision  is  often  the 
most  convenient  and  easiest  method  for  attaining  a  cure. 


DIGITAL  CHANCRE. 

The  Digital  Chancre  is  represented  chiefly  in  order  to  emphasise  two  points  : 
firstly,  that  the  primary  manifestations  of  Syphilis  invariably  appear  at  the  place  of 
entrance  of  the  poison,  and  nowhere  else  ;  and,  secondly,  that  Mucous  Syphilides  con¬ 
tain  the  poisonous  principle  in  its  most  active  form. 


Seven  weeks  before  admission  the  patient  struck  with  his  right  fist  a  syphilitic 
man  in  the  mouth,  causing  a  slight  abrasion  at  the  base  of  the  middle  finger  pos¬ 
teriorly.  To  this,  naturally,  he  gave  little  heed  at  the  time,  and  was  only  reminded  of 
the  fact  afterwards  by  cross-examination. 

The  sore  first  attracted  his  notice  three  weeks  before  admission.  It  was  not 
very  painful,  but  was  slowly  enlarging,  while  in  the  axilla  a  mass  of  hard  and  swollen 
glands  caused  a  certain  amount  of  stiffness  which  impaired  the  usefulness  of  the  limb. 
The  supra-condyloid  gland  was  similarly  affected.  The  glands  in  both  groins  were 
normal.  In  due  time  a  general  papular  rash  appeared,  completing  the  evidence  of 
syphilitic  infection. 

Treatment. — Over  and  above  the  usual  dressings,  the  close  proximity  of  the 
Chancre  to  a  joint  made  the  application  of  a  palmar  splint  a  necessity  for  insuring 
speedy  cicatrisation. 


PLATE  X 
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SYPHILITIC  PHIMOSIS.  DIGITAL  CHANCRE 


CHANCRES. 


NYMPHA  and  LABIUM. 


HPHE  primary  manifestation  of  Syphilis  may  present  itself  on  any  part  of  the 
cutaneous  envelope,  or  in  the  accessible  parts  of  the  mucous  canals.  Experi¬ 
ments  and  clinical  observations  have  proved  that  it  always  develops  at  the  seat  of 
introduction  of  the  virus,  and  nowhere  else,  and  accordingly  in  both  sexes  the 
genital  organs  are  most  frequently  affected.  Usually  it  is  a  solitary  lesion,  but,  as 
the  drawing  shows,  two  may  exist,  and  sometimes  even  five  have  been  observed. 
Women  are  more  subject  than  men  to  Multiple  Chancre.  When  Chancre  is  presented 
to  our  notice  in  its  earliest  period,  it  appears  as  a  small  superficial  ulcer  or  dry 
papule  without  any  distinctive  features.  Later,  it  is  characterised  by  two  essential 
phenomena — a  peculiar  induration  implanted  in  the  skin  or  mucous  membrane,  of 
various  depths  and  hardness  ;  and  secondly,  by  a  slow  erosive  process.  As  the 
Chancre  matures  the  induration  increases,  and  the  ulcer  extends  superficially  and 
painlessly,  if  it  is  not  exposed  to  irritations  of  movement  or  discharges,  or  inap¬ 
propriate  treatment.  Its  size  varies  from  a  lentil  to  a  shilling ;  in  form  usually 
rounded  or  oval,  but  when  seated  in  a  furrow  of  skin  or  mucous  membrane  it  may 
take  on  an  elongated  shape.  The  edges  are  sloping  and  adherent.  The  base  is 
smooth,  and  moistened  by  a  scanty  serous  discharge.  The  colour  is  a  peculiar 
dull  red  or  flesh  tint,  but,  from  the  various  causes  mentioned  above,  the  sore  may 
inflame  and  the  base  become  grey  from  molecular  ulceration,  and  pus  may  be 
discharged  or  adhere  as  crusts  or  scabs.  The  normal  duration  of  the  lesion  is  four 
or  five  weeks,  but  when  the  sore  is  of  large  size,  or  several  exist,  the  healing  may 
be  delayed  as  long  as  two  months.  The  process  of  involution,  like  that  of 
development,  is  very  gradual,  and  is  accomplished  by  absorption  of  the  indurated 
infiltration  and  cicatrisation  of  the  surface  proceeding  from  the  margins  towards 
the  centre,  and  in  a  short  time  leaves  no  trace  of  its  existence. 

No.  I.  represents  a  Double  Chancre  on  the  inner  aspect  of  the  left  labium  minus 
in  a  state  of  inflammation.  The  part  is  deeply  injected  with  blood  and  gorged  with 
serum,  so  that  it  projects  outwards  beyond  the  labia  majora.  The  sores  are  darker  in 
colour,  and  have  exchanged  the  erosive  for  an  ulcerative  surface,  and  accordingly  they 
are  painful — a  circumstance  which  attracted  the  patient’s  attention,  and  caused  her  to 
present  herself  at  the  hospital. 


No.  II.  presents  a  healing  Chancre  on  the  right  labium,  which  is  still  red, 
swollen,  and  everted,  from  the  inflammatory  action  to  which  the  situation  of  the  sore 
renders  it  liable. 

Diagnosis. — An  early  Chancre  being  often  without  distinctive  characters,  is 
only  important  in  relation  to  the  period  of  incubation.  In  its  mature  state,  the 
rounded  form,  the  absence  of  pain,  and  especially  the  induration,  are  the  essentia] 
features.  Along  with  these  symptoms  there  is  one  other,  which  is  invariably  present 
if  the  genital  organs  are  the  seat  of  the  lesion,  viz. — a  peculiar  painless  indurated 
swelling  of  the  transverse  inguinal  glands.  A  skin  rash  and  congested  fauces  in 
addition  renders  the  diagnosis  indubitable. 

Treatment. — From  a  false  conception  of  the  nature  of  Chancre,  every  form  of 
cauterant  has  been  applied,  and  of  late  years,  with  an  equally  futile  result,  excis¬ 
ion  of  the  sore  has  been  performed.  In  its  normal  condition  rest  and  cleanliness 
comprise  all  that  is  necessary,  combined  with  abstention  from  all  local  and 
constitutional  causes  of  irritation.  Should  it  inflame,  warm  fomentations  should 
be  applied,  or  a  lead  and  opium  lotion. 


PLATE  XI 


CHANCRE— LABIUM.  CHANCRE  — NYMPHA 


PIGM  ENTARY  SYPHILID  E. 
ROSEOLAR  SYPHILIDE. 


PIGMENTARY  SYPHILIDE. 

'  I  'HIS  peculiar  and  rather  uncommon  rash  claims  to  be  ranked  amongst  the 
A  secondary  eruptions.  As  it  is  devoid  of  all  subjective  symptoms,  it  must  be 
sought  for  in  its  special  region  of  development — the  neck,  when  it  may  be  discovered 
as  sole  evidence  of  the  diathesis,  or  combined  with  some  other  syphilitic  rash,  as  is  the 
case  in  the  illustration.  It  is  almost  exclusively  met  with  in  women  of  fair  as  well 
as  dark  complexion,  but  has  been  seen  by  competent  observers,  as  a  very  exceptional 
phenomenon,  in  men. 

As  already  stated,  it  occurs  only  on  the  neck,  occupying  one  side  entirely,  and 
leaving  the  other  unaltered,  or  it  may  appear  on  the  back  or  front,  but  never  extends 
to  the  shoulders  nor  beyond  the  clavicles.  The  skin  over  a  certain  area  assumes  a 
dirty  yellowish-grey  colour,  like  that  seen  in  the  Chloasma  Gravidarum,  without  any 
elevations,  and  is  not  attended  or  followed  by  desquamation.  Scattered  irregularly 
over  the  discoloured  part  are  circular  or  irregularly  shaped  spots  of  skin,  which  appear 
whiter  than  natural,  as  in  Vitiligo.  Whether  these  islands  are  portions  of  skin 
which  have  never  been  affected  by  the  pigmentation,  or  localities  which,  after 
passing  through  the  morbid  process,  are  undergoing  atrophic  changes,  has  not  yet  been 
definitely  determined,  but  the  balance  of  evidence  is  in  favour  of  the  first  view.  The 
margin  of  the  rash  is  not  well  defined,  but  fades  insensibly  into  the  healthy  skin. 

The  rash  is  a  very  persistent  one,  outliving  usually  all  the  other  manifestations 
of  Secondary  Syphilis,  and  may  endure,  as  I  have  frequently  observed,  for  more  than 
two  years  without  the  least  apparent  change.  It  is  further  remarkable  in  so  far  that 
no  therapeutic  agent  has  been  discovered  which  can  favourably  affect  it  in  the 
slightest  degree. 

Diagnosis. — Present  or  antecedent  syphilitic  symptoms,  together  with  the 
limited  localisation  of  the  pigmentation,  are  sufficient  data  for  framing  a  correct 
diagnosis.  The  discolorations  attending  various  cachectic  states  are  more  generally 
distributed.  It  is  most  closely  imitated  by  Pityriasis  Versicolor,  which,  besides  being 


rarely  limited  to  the  neck,  is  accompanied  by  a  distinct  desquamation  of  minute 
branny  scales,  and  a  sense  of  itching,  arising,  as  the  microscope  will  disclose,  from  the 
presence  of  a  cryptogam. 


ROSEOLAR  SYPHILIDE. 

The  Roseolar  is  the  most  common,  the  earliest,  and  mildest  of  all  the  cutaneous 
syphilides.  It  appears  on  every  part  of  the  body  except  the  hands,  but  the  chest  and 
loins  are  its  most  favourite  localities.  It  excites  no  subjective  symptoms,  and  con¬ 
sequently  is  often  present  unknown  to  the  patient.  It  commences  about  six  weeks 
after  the  sore  has  formed,  and  if  untreated  may  last  for  the  same  time,  or  a  little  longer, 
but  yields  very  readily  to  mercurial  medication. 

The  eruption  consists  of  a  number  of  round  red  spots  of  varying  dimensions, 
ranging  from  the  size  of  a  pin’s  head  to  patches  the  size  of  the  hand.  The  surface  is 
flat  at  first,  but  often  becomes  slightly  and  evenly  elevated  towards  the  centre,  which 
in  some  cases  may  develop  a  vesicle  or  even  a  slight  pustule,  as  occurs  sometimes  in 
ordinary  erythema.  In  the  earlier  stage  the  rash  can  be  made  to  disappear  on 
pressure,  but  as  it  becomes  older  the  redness  is  duskier  and  more  persistent, 
eventually  assuming  the  copper  tint  so  characteristic  of  syphilitic  dermatoses,  and  it 
finally  disappears  without  desquamation.  If  untreated,  it  is  liable  to  relapse,  present¬ 
ing  a  more  patchy  appearance  with  a  paler  tint. 

Diagnosis. — The  previous  history  of  chancre,  or  possibly  its  existence,  the 
glandular  enlargements,  throat  symptoms,  headache,  nocturnal  pains,  taken  in 
connection  with  the  slow  evolution  of  the  rash,  without  fever,  pain,  or  itching,  clearly 
indicate  the  nature  of  the  affection,  and  distinguish  it  from  all  febrile  exanthems, 
which  have  usually  developed  and  passed  away  in  forty-eight  hours.  Roseola 
induced  by  the  action  of  various  drugs  either  itches,  or  is  limited  in  its  area  of  develop¬ 
ment,  or  is  attended  by  some  special  irritation  which  indicates  the  cause. 

Treatment. — Until  the  chancre,  enlarged  glands,  and  eruption  have  conjointly 
and  indubitably  proved  to  the  patient  and  doctor  the  existence  of  syphilis,  no  specifics 
should  be  exhibited,  but  the  time  previously  may  be  usefully  employed  in  preparing 
the  patient  for  the  proper  action  of  the  mercurial  by  causing  all  decayed  teeth  and 
tartar  to  be  removed,  as  it  is  of  the  utmost  importance  to  prevent  ptyalism  or 
stomatitis  interfering  with  the  regular  administration  of  the  specific.  At  the  same 
time  smoking  should  be  prohibited,  the  digestion  regulated,  and  the  skin  kept  in  a 
state  of  scrupulous  cleanliness. 

When  the  time  for  action  has  arrived,  a  selection  must  be  made  of  the  method 
of  treatment  and  the  form  of  the  remedy.  As  syphilis  is  a  continuous  disease, 
although  its  symptoms  are  sometimes  latent  for  considerable  periods,  it  seems  more 
rational  that  the  treatment  also  should  be  continuous.  The  aim  should  be  to  suppress 


or  lessen  the  evidence  of  the  poison,  and  at  the  same  time  improve  the  general  health 
of  the  patient  until  the  disease  has  run  its  natural  course. 

This,  I  believe,  is  best  accomplished  by  the  tonic  treatment  of  syphilides  by 
mercury,  first  devised  by  Keyes,  Surgeon  to  the  Belvedere  Hospital,  New  York,  and 
published  by  him  in  the  American  Journal  of  Medical  Science  in  1876.  By  this 
plan  a  pill,  containing  half  a  grain  each  of  grey  powder  and  sulphate  of  iron,  is  given 
thrice  a  day  after  meals — the  standard  dose.  On  the  fourth  day  an  additional  pill  is 
given,  and  another  every  third  day,  meanwhile  watching  carefully  for  the  slightest 
sign  of  ptyalism.  As  soon  as  the  gums  become  swollen,  or  the  teeth  tender  in  closing, 
the  full  dose  has  been  attained,  and  by  diminishing  this  to  one-half,  it  constitutes  a 
tonic  and  specific  which  may  be  taken  advantageously  for  at  least  two  years.  As 
this  method  effectually  relieves  the  patient  from  the  evil  effects  of  the  disease  both  in 
the  early  and  late  stages  in  the  great  majority  of  cases,  and  at  the  same  time,  as 
numberless  observations  have  shown,  greatly  increases  the  red  corpuscles  of  the 
blood,  it  is  well  entitled  to  be  styled  the  Tonic  Mercurial  Treatment  of  Syphilis. 

The  above  method  is  applicable  to  all  forms  of  Secondary  Syphilis,  and  no 
other  remedy  is  necessary.  But  at  the  close  of  that  period  the  power  of  the  specific  is 
reinvigorated  by  combining  it  with  iodide  of  potash,  and  two  of  the  more  severe  forms 
are  benefited  by  an  early  adoption  of  this  combination. 


PLATE  XII 


PAPULAR  SYPHILID  E. 
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VESICULAR  SYPHILIDE. 


PAPULAR  SYPHILIDE. 

EXT  to  the  Roseolar,  the  Papular  is  the  most  common  form  of  syphilitic 
exanthem.  From  minute  differences  in  size  and  mode  of  termination,  an 
unnecessarily  large  number  of  definitions  have  been  applied  to  what  are  merely 
varieties  of  the  same  lesion.  A  papule  is  constituted  by  a  firm,  circumscribed  inflam¬ 
matory  infiltration  of  the  chorion,  raising  it  into  little  eminences  varying  in  size  from 
a  pin  head  to  a  split  pea,  which  is  unaccompanied  throughout  its  course  by  any  serous 
effusion  or  crusty  formation.  The  eruption  manifests  itself  early  in  the  disease, 
usually  within  a  month  or  six  weeks  after  the  appearance  of  the  sore,  and  if  untreated, 
is  increased  at  intervals  of  a  few  weeks,  by  fresh  crops,  so  that  most  cases  exhibit  the 
rash  in  all  stages  of  development.  All  parts  of  the  body  are  liable  to  be  affected,  and 
as  it  appeals  to  the  sense  of  touch  as  well  as  sight,  it  is  not  so  apt  to  be  overlooked 
as  the  simple  erythematous  forms.  At  first  the  papules  are  hard,  smooth,  shining 
elevations  of  a  rose-red  colour,  but  in  a  short  time  they  assume  a  more  livid  tint,  and 
their  apices  become  crowned  with  a  circular  piece  of  white,  thickened,  and  adherent 
epithelium ;  or  this  may  be  cast  off  entirely,  and  the  base  seen  to  be  surrounded  by  a 
white  ring  of  epithelium  ;  or,  finally,  a  minute  quantity  of  dried  pus  occupies  the  apex, 
and  if  it  be  removed  a  very  superficial  erosion  may  be  noticed. 

The  rash  may  endure  for  several  months,  but  it  usually  succumbs  to  treatment  in 
a  few  weeks.  When  about  to  undergo  a  retrograde  metamorphosis  the  papules  dwindle 
in  size  and  hardness,  the  scaly  or  purulent  tops  are  shed,  and  the  position  of  the  papule 
is  for  a  time  represented  by  a  round  spot  of  a  coppery  or  raw  ham  colour,  which 
gradually  fades  from  the  centre  outwards,  leaving  no  trace  of  its  previous  existence. 

This  form  of  eruption  is  liable  to  relapse,  the  papules  on  each  occasion  becoming 
larger  and  more  circumscribed  in  their  distribution,  affecting  by  preference  the  face 
generally,  and  especially  the  forehead  at  the  junction  of  the  scalp,  the  nape  of  the  neck, 
and  in  females  the  labial  commissure  and  the  inner  surfaces  of  the  thighs.  These  later 
developments  often  combine  to  assume  crescentic  or  horse-shoe  forms,  or  complete 


circles,  and  when  they  arise  in  folds  of  skin,  eg .,  the  alse  of  the  nose,  in  the  groove  of 
the  chin,  or  where  the  ear  joins  the  scalp,  under  the  breasts  or  near  the  genital  organs 
of  females,  the  epithelium  is  macerated,  and  a  slight  erosion  or  even  fissure  may  take 
place,  or  the  papules  join  to  form  a  flat-raised  condyloma. 

Diagnosis . — In  the  early  stage,  the  absence  of  subjective  symptoms,  and  the 
presence  of  glandular  and  mucous  membrane  affections,  make  the  diagnosis  easy. 

In  Lichen  Planus,  which  resembles  it  most  closely,  the  rash  is  more  raised  in 
size,  some  of  the  papules  are  umbilicated,  and  they  are  arranged  in  patches  or  streaks 
rather  than  the  general  distribution  of  early,  or  the  circular  grouping  of  the  late, 
Syphilide.  When  the  papules  are  few  and  large,  they  may  be  distinguished  with 
difficulty  from  indifferent  rheumatic  or  gouty  acne  eruptions,  and  their  experimental 
treatment  is  the  surest  diagnostic  test. 

Treatment. — Constitutionally,  by  tonic  mercurial  doses  ;  locally,  by  warm 
alkaline  baths,  and  keeping  apposed  surfaces  dry  with  absorbent  wadding,  or  dusting 
with  calomel  and  zinc  powder. 

VESICULAR  SYPHILIDE. 

In  the  polymorphic  eruption  of  Syphilis,  vesicles  are  frequently  associated  with 
every  other  form  as  a  variety,  but  the  rash  which  is  designated  vesicular,  consists 
entirely  of  little  round  collections  of  serum  under  the  epidermis,  varying  in  size  from  a 
split  pea  to  a  sixpence  or  a  shilling,  surrounded  by  an  areola  of  pink  injection,  without 
any  induration  of  the  skin.  Its  superficial  character,  short  duration,  and  benign  course 
differentiate  it  at  once  from  the  deeper,  severer,  and  later  vesicular  affection  which  is 
known  by  the  name  of  Ecthyma.  A  succession  of  eruptive  manifestations  may  prolong 
the  existence  of  the  disease  for  some  months,  but  the  life  of  the  individual  vesicles  is 
short.  They  are  met  with  on  every  part  of  the  body,  but  chiefly  affect  the  trunk.  The 
vesicle  forms  quickly,  filled  at  first  with  limpid  serum,  which  soon  becomes  opalescent 
or  semi-purulent,  then  bursts,  allowing  the  epidermis  to  subside  as  a  thin  whitish  or 
yellowish  scale  on  the  reddened  base.  This  pellicle  adheres  tolerably  firmly  for  a 
time,  and  if  it  be  removed  by  the  nail  or  by  maceration  a  superficial  erosion  is  dis¬ 
closed.  The  base  gradually  assumes  the  characteristic  livid  brown  tint,  the  crust  is 
desquamated,  and  the  skin  slowly  returns  to  its  normal  colour,  without  any  cicatricial 
evidence  of  its  previous  existence. 

Diagnosis. — It  resembles  Varicella  and  Impetigo,  but  in  the  former  the 
vesicles  are  umbilicated,  and  in  the  latter  the  secretion  is  more  purulent.  The 
historical  and  concomitant  history,  the  grouping,  the  absence  of  itching  (except  in  the 
scalp),  distinguish  this  as  a  syphilitic  rash. 

Treatment. — Tonic  mercurial  treatment  continuously,  and,  in  the  retrograde 
stage,  warm  alkaline  baths. 


PLANTAR  PSORIASIS. 


HIS  form  of  eruption  is  not  very  common,  and  is  met  with  usually  in  patients 


x  of  a  pronounced  gouty  or  rheumatic  constitution.  A  generally  scaly  rash 
may  appear  in  secondary  Syphilis,  but  the  above  term  is  only  applied  when  the 
soles  of  the  feet  are  affected  in  as  marked  a  degree  as  in  that  of  the  patient  from 


whom  the  drawing  was  taken.  The  same  remarks  apply  to  the  condition  termed 


Palmar  Psoriasis,  which  was  well  marked  in  the  same  case.  Common  Psoriasis  is 
so  rarely  met  with  in  these  situations,  that  when  a  scaly  rash  appears  there,  it  is  very 
properly  attributed  to  Syphilis,  and  its  existence  verified  by  reference  to  concomitant 
symptoms.  Ricord  called  it  “  the  certificate  of  Syphilis.” 

In  conjunction  with  a  general  psoriaic  eruption,  appearing  about  three  months 
after  infection,  a  number  of  round  spots  of  various  sizes,  varying  from  a  pin’s  head 
to  a  threepenny  piece,  developed  on  the  soles  of  the  feet,  and  the  inner  side  of  the 
feet  and  ankles.  At  first,  like  the  general  eruption,  they  were  painless  and  did  not 
itch,  but  gradually,  as  the  flat  papules  became  redder  and  larger,  walking  became 
painful.  The  skin  became  red,  thickened,  and  the  epithelium  infiltrated.  On  the 
soles  the  surface  was  unaltered,  except  that  the  finger  could  detect  a  nodular  swelling 
over  the  patches,  while  on  the  thinner  skin  the  spots  were  covered  with  white 
glistening  scales  adherent  to  the  flat  papules,  except  at  the  margins.  Gradually  the 
patches  increased  in  size,  and  sometimes  coalesced,  forming  circular  or  serpiginous 
arrangements.  In  the  furrows  of  the  skin  on  the  sole  the  epidermis  was  increased, 
and  often  split,  forming  a  fissure  which  extended  to  the  corium,  and  caused  consider¬ 
able  pain  on  the  slightest  movement.  If  an  adherent  scale  was  forcibly  removed 
from  one  of  the  spots,  a  smooth  moist  red  surface  was  disclosed,  studded  with  several 
small  apertures,  which  bled.  Here  and  there,  as  seen  over  the  maleolus,  the  con¬ 
gestive  process  passed  on  to  the  suppurative,  and  a  round  scab  formed,  which, 
when  healed,  left  a  permanent  cicatrix. 

This  disease  is  usually  very  persistent,  continuing  long  after  the  general  rash 
has  vanished.  When  it  begins  to  undergo  involution,  the  hyperaemia  of  the  skin 
diminishes,  and  the  scales  become  loose,  flocculent,  and  fall  off  without  permanent 
injury  to  the  skin. 


/ 


It  is  impossible  to  account  for  the  intense  localisation  of  the  Psoriasis  in  this 
mans  hands  and  feet,  or  why  the  whole  epidermal  system,  leading  in  his  case  to 
universal  alopecia  and  dactylitis,  should  have  been  so  specially  involved. 

Treatment. — The  skin  was  thoroughly  cleansed  with  soap  and  warm  water, 
and  the  usual  tonic  mercurial  doses  administered,  but  as  ptyalism  was  induced  before 
5  grains  of  grey  powder  had  been  taken,  this  plan  was  at  once  abandoned.  Recourse 
was  then  had  to  mercurial  frictions,  for  the  double  purpose  of  safely  modifying  the 
constitutional  state  and  softening  the  hypertrophied  cuticle  of  the  hands  and  feet. 
The  patient  accordingly  for  ten  minutes  every  evening  rubbed  20  grains  of  blue 
ointment,  one  foot  with  one  hand,  and  covered  both  all  night  with  flannel  bandages. 
In  the  morning  both  members  were  covered  with  cloths  soaked  in  alkaline  spirit  of 
soap  for  an  hour,  and  finally  washed  in  warm  water.  Whenever  the  slightest  signs 
of  salivation  appeared  the  remedy  was  left  off,  until  the  teeth  could  be  closed  sharply 
without  any  tenderness  when  the  frictions  were  resumed.  As  soon  as  the  diminished 
tenderness  permitted  the  patient  to  walk,  the  frictions  were  made  in  the  morning,  and 
the  soaking  and  washing  done  before  going  to  bed. 

After  six  weeks’  treatment  all  the  scales  were  removed  and  the  skin  left  smooth 
and  elastic,  but  pale  rose  tinted,  an  effect  partly  due  to  the  application  of  the  oint¬ 
ment,  as  was  proved  by  causing  the  remedy  to  be  used  on  the  legs  when  the  last 
traces  of  the  hyperaemia  disappeared. 
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SQUAMOUS  SYPHILID E. 


a  general  eruption,  Syphilitic  Psoriasis  may  be  noticed  towards  the  end  of  the 

first  year,  usually  in  persons  of  the  rheumatic  or  gouty  constitution.  As  a 
partial  manifestation,  it  occurs  at  various  stages  of  the  disease,  and  in  a  patchy  form 
may  be  seen  as  the  only  skin  evidence  long  after  the  tertiary  stage  has  been  indubitably 
reached.  The  term  Psoriasis  is  of  course  not  applicable  to  the  scaly  desquamative 
condition  which  almost  all  syphilitic  eruptions  assume  when  they  undergo  the 
retrograde  metamorphosis. 

The  rash  may  affect  every  part  of  the  skin,  but  when  it  is  general,  it  attacks 
preferentially  those  portions  which  non-specifie  Psoriasis  usually  avoids.  In  other 
words,  the  flexor  aspects  of  the  body  and  limbs  are  its  favourite  sites.  It  begins  as 
reddened  spots,  or  even  patches  as  large  as  the  hand,  which  become  infiltrated  and 
slightly  raised  in  a  minutely  papular  or  tubercular  fashion  above  the  general  surface. 
The  epithelium  is  greatly  increased  in  quantity,  and  adheres  as  dry,  white,  glistening 
scales,  which,  if  forcibly  removed,  are  immediately  replaced.  Sometimes  there  is  a 
tendency  in  the  eruption  to  assume  the  circular  form,  but  this  is  not  by  any  means 
invariable.  It  is  very  persistent,  and  is  neither  itchy  nor  painful.  When  about  to 
undergo  involution,  the  scales  begin  to  crack  and  separate,  the  bright  redness  is 
exchanged  for  a  more  livid  hue,  becoming  later  of  a  raw  ham  tint,  and  finally  dis¬ 
appears  without  leaving  any  cicatrix.  When  the  rash  recurs,  as  it  is  very  prone  to  do, 
it  is  always  slower  in  development,  very  stationary,  and,  as  it  is  often  solitary,  it  is 
very  difficult  to  connect  it  with  the  constitutional  cause. 

Diagnosis. — In  the  first  year  or  so  the  existence  of  concomitant  symptoms  are 
useful  guides,  and  if  the  forehead  or  genitals  are  implicated,  there  can  be  little  room 
for  doubt.  The  circinate  form,  which  does  not  increase  centrifugally,  is  strongly 
presumptive  of  syphilitic  influences.  When  this  eruption  is  met  with  on  the  hands 
and  feet,  it  is  absolutely  pathognomonic  of  syphilis.  It  must  be  admitted,  however, 
that  the  colour,  general  arrangement,  and  behaviour  of  the  rash  closely  simulate 
other  forms  of  non-specific  Psoriasis,  and  in  the  absence  of  a  distinct  history  of 
infection  or  present  symptoms  of  syphilis,  the  diagnosis  must  rely  upon  therapeutic 
experiment. 


Treatment. — Until  the  end  of  the  second  year,  the  continuous  tonic  mercurial 
treatment  yields  the  best  results,  and  afterwards  the  iodides  should  be  added. 
When  present  on  the  face,  the  local  application  of  one  part  of  citrine  ointment,  with 
seven  of  vaseline,  hastens  involution.  The  management  of  plantar  or  palmar  cases  is 
given  under  Plate  XIV. 


PLATE  XV. 


TUBERCULAR  SYPHILIDE. 

MUCOUS  PATCHES  AND  FISSURES  OF 

THE  TONGUE. 


TUBERCULAR  SYPHILIDE. 

T  F  this  variety  of  eruption  were  only  a  magnified  form  of  papule  it  should  not  be 
*  dignified  by  a  special  denomination.  But  as  it  always  betokens  a  severe  infection 
of  the  system,  persists  for  a  very  long  time,  is  often  associated  with  Ecthymata,  to 
which  it  ranks  next  in  virulence,  and  requires  special  constitutional  and  local  modifica¬ 
tions  of  treatment,  it  exhibits  features  which  endue  it  with  a  pronounced  individuality. 

It  occurs  in  the  early  and  late  stages  of  Secondary  Syphilis,  appearing  at  the 
former  period  as  a  generalised  eruption,  and  in  the  latter  in  groups.  The  illustration 
was  taken  from  a  young  man  of  good  constitution,  seven  weeks  after  the  chancre 
developed.  The  eruption  was  equally  distributed  over  every  part  of  the  body  except 
the  palms  of  the  hands  and  the  soles  of  the  feet,  but  over  the  front  of  the  lower 
extremities  it  was  replaced  by  an  ecthymatous  rash,  which  was  in  part  vesicular, 
crustaceous,  and  ulcerated. 

The  individual  elements  of  the  rash  develop  from  the  deeper  layer  of  the  true 
skin,  and  form  round  dark  red  elevations,  varying  in  size  from  a  millet  seed  to  a  pea. 
The  epithelium  is  quickly  shed  from  the  convexity  of  the  tubercles,  and  rarely  re-forms 
or  adheres  as  a  scaly  covering.  Several  may  coalesce  and  form  patches  of  irregular 
shape,  although  the  outline  often  exhibits  segments  of  circles.  The  rash  usually 
persists  for  several  months  at  least,  despite  of  treatment,  and  then  the  epidermis  begins 
to  grow  and  the  tubercles  to  flatten,  until  by  the  atrophic  process  only  dark  brown 
spots  remain,  which  also  endure  for  several  weeks  or  months,  and  finally  disappear, 
leaving  no  trace  of  their  existence. 

A  liability  to  relapse  is  a  special  feature  of  this  eruption,  especially  so  if  it  has 
been  untreated  in  its  earlier  manifestations.  Anaemia  and  nerve  prostration  are  in 
proportion  to  the  character  and  the  amount  of  the  rash. 

Diagnosis. — It  is  impossible  to  mistake  the  character  of  this  slow,  nodular, 
dusky,  painless,  and  apruriginous  eruption,  if  inquiry  is  at  the  same  time  directed  to 
concomitant  or  past  signs  of  specific  infections. 


Treatment. — The  constitutional  management  of  this  severe  form  of  syphilis  is 
the  same  as  that  recommended  in  Ecthyma,  viz.,  tonic  mercurial,  with  occasional 

courses  of  iodide  of  potash. 

Patients  urgently  request  some  application  to  hasten  the  removal  of  the  rash 
from  the  face,  and  although  all  hold  a  very  subsidiary  position  to  internal  medication 
the  following  may  be  regarded  as  a  useful  adjuvant : — A  i  per  cent,  oleat.  hydrarg.  may 
be  rubbed  over  the  spots  with  the  finger  every  night,  and  after  being  well  cashed  off  in 
the  morning  and  the  skin  gently  dried,  the  tubercles  may  be  dusted  with  calomel  or 
painted  with  a  one-grain  solution  of  corrosive  sublimate  to  the  ounce  of  water. 

MUCOUS  PATCHES  AND  FISSURES  OF  THE  TONGUE. 

Affections  of  the  lingual  mucous  membrane  of  a  superficial  character  are  to  be 
seen  in  men  and  women  in  the  course  of  Secondary  Syphilis,  but  much  more  frequently 
in  the  former,  in  consequence  of  the  irritation  induced  by  the  use  of  tobacco.  Some 
are  painless  and  others  very  painful,  but  all  have  one  common  feature,  in  their  extreme 
proclivity  to  relapse,  and  even  reappear,  many  years  after  as  sole  evidence  of  infection. 

The  variety  illustrated  was  taken  from  a  young  man  who  had  acquired  Syphilis 
six  months  previously,  for  which  he  had  undergone  no  treatment,  and  who  had  suffered 
greatly  for  several  weeks  from  almost  constant  pain  in  his  tongue,  aggravated  by 
speaking,  eating,  and  smoking,  and  yet,  nevertheless,  had  consumed  a  large  amount  of 
tobacco  daily.  The  patches  were  formed  by  adherent  masses  of  hard  white  epithelium, 
disposed  irregularly  over  the  dorsum  of  the  tongue,  which  otherwise  presented  a 
normal  appearance  in  colour  and  texture.  These  corneal  layers  either  divided  in  their 
centres,  and  formed  fissures  which  penetrated  the  mucous  membrane  and  exposed  the 
muscular  fibres,  or  the  fissure  occurred  at  one  side  of  the  patch  and  followed  closely  its 
sinuous  outline.  Around  the  patches  and  fissures  neither  redness  nor  hardness  could 
be  detected.  The  hyperplasia  of  the  epithelium  invariably  preceded  the  splitting  of  the 
mucous  membrane,  which  alone  gave  rise  to  pain. 

Diagnosis. — White  patches  of  epithelium  are  to  be  met  with  on  the  tongues  of 
smokers  who  have  no  syphilis,  and  fissures  are  seen  in  the  tongues  of  gouty  persons, 
but  the  union  of  both  is  almost  pathognomonic  of  Syphilis. 

Treatment. — Smoking  and  all  forms  of  irritating  food  and  drink  must  be  left  off, 
and  careful  rinsing  of  the  mouth  by  a  chlorate  of  pot.  or  permanganate  of  pot.  solution 
after  every  meal  be  enjoined. 

The  patch  and  fissure  should  be  painted  once  daily  with  a  20-grain  solution  of 
nitrate  of  silver,  which  deadens  the  pain  and  stimulates  granulation.  But  all  local 
treatment  would  be  of  little  avail  without  the  aid  of  constitutional  management  of  the 

disease. 


PLATE  XVI, 
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TUBERCULAR  SYPHILIDE.  MUCOUS  PATCHES  AND  FISSURES  OF  THE  TONGUE 


SERPIGINOUS  SYPHILIDE. 


HIS  eruption  is  rarely  met  with  in  the  earlier  stages  of  Syphilis,  but  rather 


A  towards  the  end  of  the  secondary  period,  and  even  in  the  beginning  of  the 
tertiary.  Its  appearance  in  the  secondary  stages  is  usually  manifested  in  groups  or 
clusters,  and  it  affects  by  preference  certain  regions  of  the  body,  e.g.,  the  alae  of  the 
nose,  chin,  forehead,  or  back  of  the  neck.  The  case  represented  was  a  young  woman 
who  had  Syphilis  for  eighteen  months,  and  had  already  exhibited  roseolar  and  papulo¬ 
squamous  rashes,  for  which  at  different  times  she  had  been  under  treatment  in 
hospital,  and  immediately  discontinued  all  medication  on  her  dismissal. 

The  eruption  commences  by  a  tubercular  infiltration  of  a  portion  of  skin  at  several 
neighbouring  points  ;  some  of  these  coalesce  and  form  crescents  or  rings,  which  enclose 
areas  of  healthy  skin.  The  apices  of  the  tubercles  are  soon  covered  with  bright,  white, 
glistening  scales,  which  are  adherent  on  the  swollen  integument,  may  suppurate 
beneath  the  scales,  and  form  crusts,  underneath  which  ulceration  slowly  proceeds, 
healing  at  one  point  and  advancing  at  another.  Each  patch,  once  formed,  grows  by  the 
addition  of  fresh  tubercles  at  the  circumference,  while  those  first  formed  disappear, 
leaving  the  skin  thinned,  smooth,  and  white, — in  other  words,  atrophied. 

In  this  manner  this  Syphilide  may  last  for  months,  or  years  in  imper¬ 
fectly  treated  cases,  and  even  with  proper  management  the  symptom  is  very 
intractable.  The  infiltrating  substance  producing  the  tubercles  is  in  reality  a 
premature  and  superficial  deposit  of  gummatous  cells — a  histological  fact  which  has 
been  fully  corroborated  by  therapeutic  results. 

Diagnosis. — Non-ulcerative  Tubercular  Lupus  most  closely  simulates  the 
appearance  of  the  Serpiginous  or  Tuberculo-squamous  Syphilide,  as  it  is  sometimes 
called,  but  even  in  the  absence  of  any  concomitant  sign  or  historical  evidence  of 
Syphilitic  infection,  the  condition  of  the  skin  within  the  circles  described  above  will 
determine  rightly  the  nature  of  the  rash,  if  it  has  lasted  long  enough  to  produce 
atrophic  changes.  In  the  former  affection  the  cicatrix  is  livid,  puckered,  and  fixed. 


Treatment. — The  most  speedily  beneficial  effects  are  produced  by  continuous 
treatment  by  mercury  and  iodine  combined,  gradually  increasing  the  dose  of  the  latter, 
until  acne  or  stomachic  disturbance  give  intimation  to  temporarily  reduce  the  dose. 
Local  treatment  can  greatly  aid  the  general,  and  as  the  eruption  is  usually  present  on 
the  face  and  neck,  the  patient  is  always  eager  to  apply  topical  medication.  In  the 
scaly  condition  the  tubercles  should  be  painted  daily  with  tincture  of  iodine,  half 
strength  of  the  B.P.,  which  stimulates  absorption  without  irritating  the  neoplasm.  In 
the  crusty  state  the  scabs  must  be  softened  with  oily  applications,  then  soaked  in  an 
alkaline  solution,  after  which  they  can  be  gently  removed  and  the  ulcerated  surfaces, 
dressed  with  iodoform  until  all  molecular  debris  has  been  cleared  away.  When  this 
is  accomplished,  daily  dressing  with  black  wash  will  hasten  cicatrisation 


PLATE  XVII 
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RUPIAL  SYPHILID  E. 


T3  UPIA  may  appear  exceptionally  within  the  second  year  of  Syphilis,  but  so  rarely 

as  not  to  invalidate  the  statement  that  this  rash  belongs  essentially  to  the 
tertiary  period  of  the  disease.  It  occurs  always  in  persons  of  dissipated  habits  and 
broken-down  health,  and  is  seen  oftener  in  women  than  in  men.  It  begins  as  a 
pustular  or  bullar  eruption,  with  reddened  but  not  necessarily  infiltrated  margins.  In 
a  few  days  the  epidermis  bursts,  allowing  a  portion  of  the  sero-purulent  contents  to 
escape,  while  the  remainder  coagulates,  and,  with  the  shreds  of  epidermis,  forms  a 
crust,  which  adheres  to  the  skin.  Very  soon,  around  the  circumference  of  the  scab,  a 
zone  of  epidermis  is  raised  by  a  new  collection  of  sero-pus,  which  undergoes  the  same 
fate  as  the  first,  a  portion  of  the  fluid  drying  and  adhering  to  the  original  crust  at  its 
margin,  increasing  its  size,  and,  with  that  formed  below,  raising  it  off  the  surface  of 
the  skin.  This  process  is  repeated  at  varied  intervals,  until  scabs  of  a  conical,  oyster 
shell-like  appearance  are  formed,  varying  in  size  from  a  quarter  of  inch  in  diameter, 
and  the  same  height,  to  an  inch  in  each  direction.  The  crusts  are  yellowish  brown 
or  green  ;  in  the  latter  case  from  the  admixture  of  blood  with  the  pus. 

Meanwhile,  underneath  the  scab,  which  is  commonly  adherent  at  the  circum¬ 
ference,  the  true  skin  is  undergoing  ulceration,  and  every  now  and  again  a  little  pus 
escapes  at  the  base  of  the  cone.  Occasionally  healthy  granulation  may  take  place, 
followed  by  cicatrisation,  and  the  crust  be  thrown  off,  but  much  more  frequently,  when 
that  is  removed,  an  ulcer  with  sharply  defined  edges  and  a  pultaceous  sloughy  base  is 
disclosed.  When  these  ulcers  heal,  the  cicatrix  is  usually  of  circular  form  or  ser¬ 
piginous,  white,  then  smooth,  and  moveable  on  the  connective  tissue  beneath.  The 
eruption  comes  out  in  crops  at  intervals  of  several  weeks,  and  the  drawing  shows 
spots  in  process  of  cure  and  fresh  crusts  being  formed.  It  is  met  with  on  all  parts  of 
the  body,  but  most  frequently  on  the  upper  and  lower  extremities,  then  on  the  trunk, 
and  rarely  on  the  face,  hands,  and  feet.  It  may  last  for  many  months,  and  sometimes 
years. 

Diagnosis  can  rarely  be  difficult,  but  if  a  strumous  origin  be  suspected,  the 
point  can  be  determined  by  observing  the  character  of  the  cicatrices. 


Treatment. — The  iodides  should  be  pushed  to  the  fullest  extent  the  system  can 
bear,  combining  with  them  varying  tonic  remedies,  e.g .,  Easton’s  Syrup,  Fowler's 
Solution,  Cod  Liver  Oil,  and  also  the  most  nourishing  food  the  patient  can  digest. 

Local  treatment  almost  equals  the  constitutional  in  importance,  and,  for  a  speedy 
and  successful  issue,  demands  constant  attention  in  keeping  the  sores  clean  and  well 
dressed.  The  crusts  must  first  be  softened,  soaked,  and  removed  in  the  usual  manner, 
and  the  ulcers  washed  with  a  5  per  cent,  carbolic  lotion,  and  dressed  with  iodoform, 
until  a  clean,  healthy,  granulating  surface  presents  itself,  after  which  mild  mercurial 
lotions  are  most  suitable. 


PLATE  XVIII. 


ECTHYMATOUS  SYPHILIDE. 


'  I  "HIS  rash  may  be  regarded  as  the  most  malign  form  of  syphilitic  eruptions.  It 

always  betokens  a  weak  and  impoverished  state  of  the  general  health,  with  a 
profound  infection  of  the  system,  and  constitutes  in  itself  a  lesion — painful,  exhausting, 
chronic,  and  liable  to  relapse.  Even  when  it  appears  as  an  intercurrent  element  in  the 
course  of  other  eruptions,  it  always  makes  the  prognosis  of  those  cases  more  serious. 
It  is  met  with  both  in  the  early  and  late  stages  of  secondary  syphilis,  most  commonly 
in  the  very  young  or  very  old.  In  the  majority  of  cases  the  eruption  is  equally 
distributed  over  all  parts  of  the  body,  but  in  some  it  is  collected  in  groups  in  different 
regions,  affecting  especially  the  anterior  surfaces  of  the  tibiae,  then  next  in  frequency 
the  junction  of  the  skin  and  scalp,  the  sides  of  the  neck,  the  back,  &c.  In  number 
the  spots  may  be  limited  to  one  or  two  dozen,  or  may  amount  to  several  hundreds,  as 
was  the  case  in  the  patient  whose  arm  is  depicted.  The  eruption  comes  out  in  successive 
crops,  so  that  in  a  case  which  has  existed  for  several  weeks  the  lesion  can  be  observed 
in  all  its  different  stages.  It  begins  as  a  rounded,  flattened  vesicle,  varying  in  diameter 
from  an  eighth  to  half  an  inch,  and  several  of  them  may  coalesce.  Pus  soon  mingles 
with  the  serum.  A  red  areola  surrounds  the  base,  which  at  first  is  non-indurated.  The 
pustule  quickly  bursts,  and  is  replaced  by  a  thin,  adherent  brown  crust,  which  covers  an 
ulcerated  surface.  If  ulceration  extends,  as  it  is  prone  to  do,  the  crust  gradually 
increases  by  accretions  at  its  base  and  circumference,  so  that  in  time  it  assumes  a 
pyramidal  shape.  When  the  crust  is  forcibly  detached,  the  ulcer,  nearly  always  of  a 
circular  form,  is  seen  to  be  deep,  sometimes  even  penetrating  the  skin.  Its  margin  is 
now  thickened  and  hardened  with  inflammatory  deposits,  its  edge  is  abrupt  and  as  if  it 
were  cleanly  punched  out,  its  base  is  irregular,  of  a  yellowish  grey  colour,  pultaceous, 
devoid  of  granulations,  and  secretes  copiously  a  thin  grumous  pus.  The  scab  is  apt 
to  re-form  very  quickly  unless  special  attention  is  paid  to  prevent  it. 

With  all  the  aids  of  cleanliness,  good  food,  and  careful  treatment,  the  reparative 
process  does  not  begin  until  after  the  lapse  of  a  very  long  period.  The  inflammatory 
zone  diminishes,  granulations  take  the  place  of  the  sloughy  base,  the  crusts  are  care¬ 
fully  removed  or  fall  off,  and  cicatrisation  ensues.  The  cicatrices  are  highly 
characteristic  from  their  circular  form,  their  depressed  surface,  and  dark  brown 


coloration,  which  may  endure  for  more  than  a  year  or  two,  and  then  very  slowly  clear 
up  from  the  centre,  and  eventually  become  whiter  than  the  surrounding  skin. 

Diagnosis. — The  vesicles  of  varicella  are  umbilicated,  and  others  associated  with 
traumatic  or  chemical  irritation  are  strictly  localised,  while  at  the  same  time  there  is 
the  absence  of  a  past  history  or  contemporary  evidence  of  syphilitic  infection. 

Treatment . — All  the  scabs  should  be  softened  and  gently  removed,  and  the  sores 
dressed  with  iodoform  and  vaseline  to  prevent  the  crusts  re-forming.  Unless  this  is 
done,  the  ulceration  is  apt  to  be  very  tedious,  and  even  to  penetrate  and  destroy  the 
periosteum  of  the  more  superficial  bones.  When  the  sores  are  very  numerous,  the 
patient  should  be  placed  on  a  water  bed.  If  the  suppuration  is  very  copious  and 
attended  with  pyrexia,  quinine  will  prove  very  serviceable.  The  adynamic  state  of 
the  patient  must  be  combated  by  simple  nourishing  food  and  stimulants,  and,  if 
necessary,  opiates  must  be  exhibited  to  procure  sleep. 

The  constitutional  treatment  is  by  mercury  in  tonic  doses,  with  occasional 
additions  for  some  weeks  at  a  time  of  iodide  of  potassium. 
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GUMMA  OF  LIPS. 
SCLEROUS  GLOSSITIS. 


GUMMA  OF  LIPS. 

"p^OTH  figures  are  taken  from  a  female,  aged  thirty-five  years,  who  acquired 

syphilis  fifteen  years  previously,  for  which  she  had  not  at  any  time  undergone 
treatment.  For  six  months  previous  to  admission  she  had  suffered  from  disease  in 
the  lips,  mouth,  tongue,  and  throat,  but  evinced  no  sign  nor  symptom  of  tertiary 
syphilis  in  any  other  part  of  her  body.  . 

The  upper  lip  wras  much  thickened,  the  skin  congested,  indurated,  and  covered 
with  nodules,  some  of  which  were  smooth  elevations,  others  had  begun  to  ulcerate 
in  a  serpiginous  manner,  and  some  of  them  were  hidden  by  adherent  yellowish-grey 
crusts.  The  angles  of  the  mouth  were  very  hard,  and  deeply  fissured.  From  the 
frequent  formation  of  mucous  syphilides  at  the  angles,  their  ulceration,  and  subsequent 
granulation  and  adhesion  of  the  upper  and  lower  raw  surfaces,  the  oral  aperture  had 
diminished  so  that  only  two  fingers  could  be  introduced.  Articulation,  mastication, 
and  deglutition  were  very  imperfect,  and  efforts  to  perform  them  caused  the  patient 
a  considerable  amount  of  pain.  The  tongue  seemed  to  fill  the  whole  mouth,  and  the 
lower  teeth  were,  by  the  constant  forward  pressure,  sloping  outwards,  and  loosened 
from  their  attachments. 

Treatment. — Iodide  of  potash,  in  steadily  increasing  doses,  was  pushed  as  far 
as  it  could  be  borne.  The  crusts  were  removed,  and  the  ulcers  and  nodules  dressed 
with  a  weak  citrine  ointment  (i  to  7).  All  the  loose  lower  teeth  were  removed,  and 
the  patient  nourished  with  milk,  soup,  eggs,  and  puddings.  As  soon  as  the  skin  was 
thoroughly  healed  the  angles  of  the  mouth  were  enlarged,  the  skin  and  mucous 
membrane  stitched  together,  and  union  in  line  prevented  by  causing  a  piece  of  rubber 
tubing  to  be  worn  at  each  angle.  The  lower  drawing,  which  was  taken  four  months 
after,  immediately  before  dismissal,  shows  that  this  was  satisfactorily  accomplished. 

SCLEROUS  GLOSSITIS. 

When  the  tongue  could  be  viewed,  it  was  found  to  be  uniformly  enlarged,  and 
equally  infiltrated  with  a  material  which  occasioned  an  induration  resembling  the 


hardness  of  cartilage.  The  surface  was  peculiarly  smooth,  and  entirely  devoid  of 
papillary  formations,  in  some  parts  of  a  deep  red,  and  in  others  of  a  pale  rose  colour. 
Irregularly  disposed  over  its  upper  aspect  were  observed  yellowish-white  flakes 
composed  of  semi-adherent  masses  of  fibrine.  On  its  sides  there  existed  a  few  callous, 
rounded  ulcers,  from  pressure  upon  sharp  points  of  decayed  molars.  No  fissures 
were  found  on  any  part  of  the  organ,  which  was,  from  its  great  size,  comparatively 
immobile,  and  pain  was  only  present  when  movement  was  attempted.  The  sub¬ 
maxillary  glands  were  not  enlarged. 

Diagnosis. — This  variety  of  tertiary  syphilis  of  the  tongue,  having  no  disposition 
to  ulcerate  except  where  exposed  to  immediate  sources  of  irritation,  is  less  liable  to 
give  rise  to  error  than  the  nodular  form  of  gumma,  which,  from  its  situation  and 
tendency  to  ulceration,  is  sometimes  difficult  to  differentiate  from  epithelioma. 

In  this  case  the  antecedent  history  and  concomitant  signs  of  syphilis,  the 
remarkable  hardness  and  size  of  the  tongue,  the  absence  of  extensive  ulceration,  foetid 
discharge,  pain  and  glandular  implication,  together  with  the  age  of  the  patient,  were 
sufficient  to  indicate  with  precision  the  nature  of  the  malady. 

Prognosis. — While  improvement  in  the  mouth  and  tongue  were  rapidly  taking 
place,  an  equally  active  development  of  gummatous  formation  was  going  on  in  the 
pharynx,  diminishing  the  capacity  of  the  oesophagus,  obstructing  the  larynx,  and 
giving  rise  to  violent  and  sudden  attacks  of  dyspnoea,  so  that  tracheotomy  was 
necessitated.  Although  there  was  no  evidence  of  the  involvement  of  any  vital  organ, 
it  was  evident  that  life  would  be  shortened  by  the  liability  to  pulmonary  disease,  and 
the  constriction,  or  possibly  occlusion,  of  the  oesophagus,  which  the  later  changes  in  the 
pharyngeal  gumma  would  of  necessity  occasion — a  condition  which  might  be  palliated 
by  gastrotomy. 

Treatment . — By  the  removal  of  the  decayed  teeth  and  the  continued  use  of 
appropriate  food,  all  local  sources  of  irritation  were  as  far  as  possible  avoided,  and  as 
a  first  result  the  lateral  ulcers  promptly  cicatrized.  The  iodide  aided  the  retrograde 
metamorphosis  of  the  hyperplastic  gummatous  connective  tissue,  and  after  some  months 
the  tongue  assumed  a  more  natural  size,  but  lost  none  of  its  hardness.  The  debility 
and  faulty  assimilation,  in  part  resulting  from  the  disease,  and  in  part  the  effect  of  the 
prolonged  treatment  with  iodine,  were  improved  by  cod  liver  oil.  A  No.  12  urethral 
bougie  was  introduced  into  the  upper  part  of  the  strictured  oesophagus  every  second 
day  in  order  to  facilitate  deglutition. 

No  active  local  treatment  is  beneficial  in  such  cases.  Reliance  can  only  be 
placed  on  the  removal  of  irritation,  together  with  persistent  constitutional  treatment. 
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SYPHILITIC  ALOPECIA. 

CYPHILIS  occasions  loss  of  the  hair  on  all  parts  of  the  body,  especially  on  the 
1  cranium.  It  occurs  at  an  early  period  of  the  evolution  of  the  diathesis,  usually 
from  the  third  to  the  sixth  month,  rarely  later  than  two  years,  thus  belonging 
essentially  to  the  secondary  stage,  and  not  to  the  tertiary,  as  the  public,  and  even 
sometimes  medical  men,  have  ignorantly  believed. 

There  are  two  modes  in  which  Alopecia  is  produced  in  syphilitics.  It  may 
be  an  immediate  sequence  of  the  existence  of  any  syphilide  appearing  on  the  scalp. 
With  the  subsidence  of  the  circumscribed  hyperaemias,  and  desquamation  of  the 
crusts,  scales,  and  furfuraceous  dust,  the  hair  falls  out  in  these  affected  areas.  But 
the  second  form  is  much  more  common  and  more  extensive,  in  which  depilation 
occurs  without  any  apparent  local  pathological  change  either  preceding  or  accom¬ 
panying  it.  Both  processes  may  be  conjoined,  but  they  are  manifestly  distinct.  The 
latter  state  then  resembles  that  following  fevers  or  long  and  severe  illnesses,  when  the 
defective  nutrition  of  the  body,  induced  by  the  special  diathetic  state,  causes  atrophy 
of  the  hair  bulb. 

All  the  scalp  is  indifferently  affected,  and  the  Alopecia  may  be  either  general 
or  localised  in  patches.  It  is  quite  exceptional  to  see  it  in  so  marked  a  form  as  that 
presented  in  the  drawing,  where  not  only  the  whole  chevelure,  but  the  eyebrows, 
eyelashes,  beard,  and  whiskers,  as  well  as  the  hair  on  the  genitals,  was  almost 
completely  removed.  This  patient  exhibited  a  singular  proclivity  to  every  form  of 
severe  epidermal  action,  for  he  had  the  characteristic  Plantar  Psoriasis  figured  in  Plate 
XIV.,  and  Onychia  as  represented  on  the  accompanying  plate.  Syphilitic  Alopecia  is 
only  a  passing  phase,  except  in  those  cases  where  an  ulcerating  eruption  has  destroyed 
the  skin  and  hair  bulbs.  Permanent  baldness  is  never  occasioned  by  Syphilis.  The 
loss  and  regrowth  of  the  hair  are  equally  unattended  by  subjective  symptoms,  and  the 
whole  process  rarely  extends  beyond  a  year. 


Treatment. — To  prevent  and  arrest  Alopecia,  treat  the  stage  of  the  diathesis  in 
which  it  occurs  by  tonic  mercurial  doses.  Locally,  dead  and  loose  hairs  should  be 
removed  by  combing  and  brushing,  which  patients  sometimes  leave  off  because  they 
think  they  are  doing  damage.  The  scalp  should  also  be  washed  once  a  week  with  an 
alkaline  lotion — e.g.,  Sod.  Bicarb,  two  drachms,  Liq.  Ammon,  one  drachm  to  the  pint 
of  water, — in  order  to  remove  debris  of  epithelium  and  oily  secretions  from  the 
sebaceous  glands.  At  night  the  scalp  may  be  rubbed  with  a  stimulating  lotion  of 
01.  Olivae  and  Aq.  Cologn.,  chiefly  because  the  patient's  mental  distress  is  greatly 
relieved  by  the  attention  paid  to  his  symptoms  locally.  Cutting  the  hair  very  short, 
or  even  shaving  the  head,  as  well  as  the  use  of  the  numberless  infallible  specifics  for 
hair  restoration,  are  of  no  avail.  Constitutional  treatment  and  cleanliness  are  alone 
of  service. 

SYPHILITIC  ONYCHIA. 

Simultaneously  with  the  Alopecia  the  nails  on  the  fingers  and  toes  of  this 
patient  underwent  a  peculiar  change.  That  portion  of  the  nail  which  is  formed  in  the 
lunula  grew  thinner,  and  then,  as  the  nail  was  pressed  forwards  in  the  process  of 
growth,  the  posterior  edge  presented  itself,  without  any  painful  symptoms,  as  a  free  line 
completely  detached  from  the  soft  parts  at  the  base  of  the  nail.  Underneath  this,  the 
portion  formed  from  the  matrix  seemed  unaltered,  and  in  its  development  carried 
forward  the  detached  and  dead  superficial  layer,  which,  being  very  dry  and  brittle, 
broke  up  readily  at  the  tip,  and  in  the  end  was  entirely  removed.  Partial  denutrition 
of  this  superficial  layer  of  the  nail,  leading  to  chipping  and  fraying  of  its  free 
extremity,  is  very  common  in  syphilitic  women.  The  symptom  is  only  a  troublesome 
one,  and  it  also  requires  the  lapse  of  many  months  before  removal  is  accomplished. 

Besides  the  essential  constitutional  treatment  for  the  diathesis,  the  finger-tips 
may  be  protected  from  sudden  injuries  to  the  loosened  nails  by  painting  them 
with  collodion. 
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CICATRIX  AFTER  CARIONECROSIS. 


THEN  healing  follows  a  syphilitic  Cario-Necrosis,  there  is  always  such  an 
*  *  absolute  loss  of  bony  substance,  that  the  cicatrix  is  more  or  less  depressed 
in  proportion  to  the  amount  of  bone  destroyed.  The  periosteum  sinks  into  this 
depression,  and,  together  with  the  skin,  becomes  firmly  adherent  to  the  bone,  and 
incapable  of  the  slightest  movement.  When  the  cicatrix  has  been  formed  for  some 
time,  its  colour  is  whiter  than  the  natural  skin,  the  surface  smooth  and  the  floor 
irregularly  dimpled. 

The  initial  act  in  the  process  of  destruction  is  either  the  deposit  of  gummatous 
cells  between  the  periosteum  and  the  bone,  or  the  minute  vessels  entering  the  bone 
are  surrounded  and  thickened  by  similar  cells.  In  the  first  case,  the  nutrition  of  the 
bone  underlying  the  gumma  is  cut  off  directly,  while,  in  the  second,  the  gradual 
pressure  of  the  enlarging  vessels  causes  absorption  of  the  circumferential  bony  ring, 
and  afterwards  the  vessels,  becoming  thrombotic,  are  unable  to  convey  suitable 
supplies,  and  the  bone  ultimately  necroses,  exhibiting  a  peculiar  worm-eaten 
appearance. 

The  process  may  affect  either  the  outer  layer  of  bones  alone,  and  on  the 
cranium,  which  is  the  especial  seat  of  this  morbid  process,  may  be  likewise  limited 
to  this  external  table,  or  implicate  the  diploe,  and  even  penetrate  the  skull. 

In  the  immediate  neighbourhood  of  this  tertiary  syphilitic  manifestation,  and 
in  close  proximity  to  the  dead  or  dying  bone,  an  osteo-periostitis  may  be  set  up, 
leading  to  thickening  or  true  hyperplasia  of  bone,  and  producing  bony  ridges  or 
prominences,  which  are  usually  permanent. 

The  patient  represented  has  suffered  from  tertiary  syphilis  for  ten  or  twelve 
years ;  has  led  a  most  dissipated  life ;  has  been  a  frequent  inmate  of  the  hospital ; 
and  has  only  undergone  treatment  during  her  residence  there.  The  depressed  frontal 
cicatrix  is  the  result  of  many  attacks  of  gummatous  abscesses,  causing  thin  sequestra, 
varying  in  size  from  a  fourpenny  piece  to  a  shilling,  while  the  bony  ridge  which 
surrounds  the  bottom  for  two-thirds  of  its  extent  is  increasing  year  by  year  in  size 
and  hardness.  Each  attack  was  accompanied  by  a  slight  amount  of  pain,  until  either 


the  abscess  burst  or  has  opened,  and  the  sequestrum,  as  is  usual  in  such  cases,  did 
not  separate  until  after  the  lapse  of  several  weeks  or  months. 

Diagnosis . — In  a  recurrent  attack,  the  characteristic  physiognomy  of  the 
cicatrix  present  prevents  every  possibility  of  error,  while  in  a  first  seizure,  the 
subacute  process,  its  situation,  the  absence  of  injury,  and  the  syphilitic  history  aid 
in  arriving  at  a  correct  diagnosis.  When  any  specially  marked  syphilitic  evidence 
exists  at  the  same  time,  as,  eg.,  the  typical  ecthymatous  eruptions  on  the  lips,  as 
shown  in  the  drawing,  no  further  evidence  is  necessary  to  come  to  an  accurate 
decision. 

Treatment. — If  the  early  Syphilis  has  been  neglected,  as  is  most  highly 
probable,  the  patient  should  be  put  under  a  course  of  mixed  treatment,  but  if  signs 
of  gummatous  infiltration  should  appear,  the  iodides  alone,  and  pushed  to  the  largest 
amount  the  digestive  organs  can  bear,  are  more  actively  useful. 

If  the  Gummata  are  subcutaneous,  the  swellings  may  be  painted  with  iodine 
and  water;  but  whenever  fluctuation  betrays  softening  and  pus  formation,  an  incision 
should  be  made.  The  semi-necrosed  bone  may  be  sprinkled  with  iodoform  and 
covered  with  absorbent  wool,  and  all  moist  dressings  should  be  avoided,  as  they 
irritate  the  surrounding  skin. 
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MUCOUS  SYPHILIDES— VULVAR. 


M  UCOUS  Syphilide  is  a  generic  term,  applicable  to  certain  morbid  phenomena 

occurring  within,  or  at  the  orifices  of  the  various  mucous  canals  of  the  body, 
or  on  special  regions  of  the  integument,  whose  delicate  fineness  and  habitual  warm 
and  moist  condition  constitute  them  anatomical  analogues  of  the  mucous  membrane. 
The  Mucous  Syphilides  pertain  essentially  to  the  secondary  stage,  and,  like  most 
manifestations  of  that  period,  are  benign  and  quite  superficial.  Women  are  especially 
liable  to  them,  and  in  those  untreated,  or  imperfectly  so,  they  are  of  excessive 
frequency,  and  very  liable  to  relapse  throughout  the  first  two  years  of  the  disease. 
They  may  be  associated  with  a  general  cutaneous  Syphilide,  and  then  they  present  the 
special  characteristics  of  the  rash,  modified  by  the  anatomical  disposition  of  the 
affected  surfaces  ;  or  they  may,  and  most  frequently  do,  occur  independently  of  any 
eruption,  assuming  either  an  erythematous,  erosive,  or  papular  aspect,  or  all  these 
may  be  conjoined. 

The  Vulvar  Mucous  Syphilides  are  designated  by  some  writers  as  Accidental 
symptoms  of  Syphilis,  and  it  must  be  admitted  that  they  are  only  met  with,  in  the 
degree  depicted  in  the  drawing,  in  women  of  the  lowest  class,  whom  misery, 
debauchery  and  ignorance  have  rendered  unconscious  of  the  comfort  and  necessity  of 
cleanliness  ;  still,  even  cleanly  patients  require  to  be  forewarned,  and  to  redouble  their 
hygienic  efforts  if  they  would  entirely  escape  the  appearance  in  some  degree  of  these 
troublesome  evidences  of  the  Syphilitic  constitution. 

The  irritation  of  the  skin  induced  by  foecal,  uterine  and  urinary  discharges 
evokes  the  diathetic  process,  in  the  form  of  an  erythematous  or  papular  eruption,  in 
both  of  which  states  the  epithelium  is  shed,  and  the  affected  parts  bedewed  with  a 
sero-purulent  secretion,  which  is  prone  to  decompose.  In  these  circumstances,  some 
of  the  papules  become  enormously  hypertrophied,  most  frequently  affecting  the  free 
borders  of  the  labia,  their  external  surfaces,  the  genito-crural  folds,  the  perineum,  and 
anal  orifice. 

Individual  papules  vary  in  size  from  a  pea  to  a  hazel  nut,  and  several  conjoined 
may  reach  the  size  of  half  an  orange.  These  single  tumours  are  rounded  masses,  with 
sessile  attachments,  smooth,  even  surface,  of  a  rosy  red  or  pink  colour,  which  becomes 
darker  when  they  are  inflamed ;  and  they,  as  well  as  the  conjoined  masses,  secrete  a 
fluid  most  offensive  in  odour,  and  highly  charged  with  the  contagious  poison  of 
Syphilis.  They  are  often  symmetrical,  and,  when  this  is  the  case,  one  is  of  older  date 


than  its  opposite  neighbour.  The  later  papule  is  not  due  to  infection,  as  re-inocula¬ 
tion  is  impossible,  but  arises  from  the  direct  contact  of  the  moist  papule  soddening 
and  macerating  the  epithelium,  exciting  local  congestion,  which  terminates  in  neo¬ 
plastic  formations. 

These  Syphilides,  originally,  are  not  painful,  but,  liable  as  they  are  to  inflam¬ 
matory  action,  they  soon  become  superficially  eroded,  ulcerated,  or  even  gangrenous  ; 
always  surrounded  with  a  halo  of  erythema,  and  bathed  in  foetid  pus,  the  parts  become 
excessively  tender,  so  that  walking,  or  even  standing  are  almost  impossible. 

On  the  inner  sides  of  the  labia,  and  vulva  generally,  these  growths  are  never 
seen,  but  they  are  represented  by  round  ulcers,  varying  in  number,  dimensions  and 
depth,  with  clean  cut  edges,  and  yellowish  or  reddish  base,  or  several  may  join  and 
form  one  large  ulcer,  and  all  suppurate  freely. 

Usually  one  or  both  labia  are  considerably  enlarged  with  a  dense,  inflammatory 
infiltration,  which  gives  to  the  touch  a  peculiar  sense  of  hardness  or  resistance.  This 

hypertrophy  is  apt  to  remain  even  for  months  after  the  other  symptoms  have  ceased. 

•  • 

Diagnosis. — In  certain  very  rare  cases  it  may  be  difficult  to  decide  whether  an 
ulceration  is  of  a  strumous  or  syphilitic  character,  as  there  is  nothing  in  the  form  or 
quality  of  the  sore  which  is  distinctive  ;  but  the  question  can  generally  be  solved  by 
reference  to  the  concomitant  and  past  history  of  symptoms.  Where  these  are  still 
involved  in  doubt,  the  most  expedient  course  is  to  test  the  point,  by  putting  in  force 
anti-syphilitic  treatment,  and  being  guided  by  the  result.  The  hypertrophied  papules 
have  been  mistaken  for  piles  or  warts,  but  the  former  are  only  dense  when  they  are 
inflamed,  and  the  latter  are  split  up  into  acuminated  masses. 

Treatment. — As  the  symptoms  are  educed  by  want  of  cleanliness,  and  irritation 
from  friction  in  walking,  &c.,  the  patient  should  be  put  to  bed,  and  the  greatest 
attention  paid  to  having  the  parts  bathed  night  and  morning  with  a  i  per  cent, 
carbolic  lotion,  afterwards  drying  them  thoroughly  with  a  soft  towel,  dusting  with 
calomel  and  zinc  powder,  and  preventing  apposing  surfaces  touching  by  the  inter¬ 
position  of  portions  of  absorbent  wool,  and  renewing  these  as  they  become  moist.  The 
immediate  effect  of  these  measures  is  to  cause  prompt  diminution  in  size,  redness,  and 
moisture  of  the  swellings  from  absorption  of  the  hypertrophic  material,  which  will 
probably  entirely  disappear,  even  in  the  most  severe  cases,  in  six  or  seven  weeks.  The 
vulvar  ulcers  heal  rapidly  when  dressed  with  iodoform,  and  both  should  at  the  same 
time  be  attacked  by  appropriate  constitutional  treatment.  Sclerosed  and  enlarged 
labia,  and  also  hypertrophic  papules,  which  are  slow  in  absorbing,  may  be  stimulated 
occasionally  by  the  application  of  a  half-strength  tincture  of  iodine.  In  none,  are 
potent  caustics  or  surgical  operations  necessary  for  the  removal  of  these  Syphilides, 
which  are  capable  of  being  completely  effaced  by  absorption,  without  leaving  any 
cicatrix,  unless  severe  ulceration  or  gangrene  has  complicated  their  course. 
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SYPHILITIC  ECZEMA. 


TT“  VERY  one  will  admit  that  Syphilitic  Eczema  is  often  associated  with  Mucous 

Syphilides  in  persons  of  all  ages.  When,  however,  an  authority  so  justly 
esteemed  as  Hebra  has  declared  that  Syphilitic  Eczema  does  not  exist,  it  is  evident 
that  he  meant  that,  in  his  opinion,  this  variety  of  Eczema  is  not  to  be  found  as  an 
individual,  independent  affection. 

In  discussing  the  etiology  of  this  morbid  state  of  the  skin,  he  admits  the 
potency  of  all  local  agencies,  whether  mechanical  or  chemical,  as  well  as  that  of  heat 
and  cold,  but  regards  all  other  conditions  as  unproved  assertions,  and  blood  dyscrasiae 
especially  excite  in  him  the  liveliest  scientific  scepticism.  But  Eczema  is  constantly 
observed  when  neither  local  irritants  nor  retarded  circulation  have  been  the  causes, 
and  while  certain  morbid  conditions  are  frequently  attended  by  Eczema,  it  is 
unreasonable  to  consider  these  as  having  no  mutual  relation,  because  that  connection 
is  not  universal. 

It  must  be  frankly  confessed  that,  among  these  dyscrasiae  Syphilis  is  rarely 
attended  by  Eczema  as  a  regular,  independent  expression  of  the  disease,  and  probably 
never  so  in  the  so-called  secondary  stage.  Still,  if  a  local  inflammation  of  the  skin,  with 
considerable  infiltration,  the  occurrence  of  papules,  vesicles,  fissures,  and  erosions,  the 
formation  of  thin  epidermic  scales  and  purulent  crusts,  constitute  an  Eczema,  such  a 
state  is  sometimes  met  with  in  patients  who  never  had  the  disease  formerly,  and  in 
whom  the  only  discoverable  change  is  that  they  have  become  syphilitic. 

The  example  depicted  was  taken  from  a  young  woman  twenty-one  years  of  age, 
whose  untreated  Syphilis  was  two  and  a  half  years  old.  The  disease  was  peculiarly 
symmetrical,  which  is  usually  accepted  as  evidence  of  the  existence  of  a  generally 
distributed  cause,  as  well  as  proof  of  altered  and  impaired  innervation. 

The  regular  arrangement  of  the  rash  negatived  the  doubt  of  a  gummatous 
condition,  which  was  confirmed  after  a  cure  was  effected  by  the  absence  of  all  scars 
or  cicatrices  in  the  skin,  which  has  since  remained  perfectly  normal. 


Diagnosis. — The  moist  state  of  the  inflamed  surface,  with  its  erosions  and 
crusts,  distinguish  a  Syphilitic  Eczema  from  a  Psoriasis,  which  is  more  persistently 
uniform  in  appearance  from  day  to  day,  and  at  the  same  time  is  more  scaly  and  less 
crusty. 

Treatment. — As  these  manifestations  were  considered  as  belonging  to  the 
intermediate  stage,  and  nothing  having  been  done  previously  to  modify  the  disease, 
the  patient  was  ordered  iodides  and  mercurials.  Locally  the  crusts  were  softened  by 
oily  applications,  and  the  surfaces  washed  afterwards  with  the  alkaline  spirit  of 
soap,  and  an  equal  part  of  tepid  water.  Various  stimulating  and  astringent  lotions 
were  prescribed,  but  most  improvement  was  attained  by  a  one  per  cent,  watery  solution 
of  Hyd.  Bichl.,  painted  night  and  morning  over  affected  areas. 


PLATE  XXIV. 


C  A  R I  O  -  N  E  C  R  O  S I  S. 


'  I  "HE  patient  from  whom  the  drawing  was  taken  is  an  emaciated  cachectic  man, 
^  fifty  years  old,  who  at  the  age  of  thirty-five  acquired  Syphilis  in  India,  for 
which  he  had  undergone  only  two  months’  treatment. 

Nine  years  after,  an  almost  painless  swelling  slowly  formed  at  the  upper  and 
back  part  of  the  cranium,  where  a  year  or  two  previously  the  patient  had  sustained 
a  severe  scalp  wound,  which  eventually  ulcerated  and  discharged  a  peculiar  puriform 
matter,  which  has  continued  ever  since.  The  opening  in  the  scalp  at  the  same  time 
disclosed  dead  bone,  which  has  gradually  become  larger  by  repetition  of  these 
gummata,  and  continuous  destruction  of  the  scalp  at  the  margins  of  the  ulcer.  The 
necrosis  of  bone  is  limited  to  the  external  hard  layer  supplied  from  vessels  in  the 
pericranium.  The  dead  bone  is  firmly  attached  to  the  diploe,  and  is  slowly  displaced 
by  the  shooting  up  of  granulations  from  the  underlying  healthy  bone,  as  seen  at 
Figures  a,  and  still  more  as  an  accomplished  fact  at  b.  Between  the  internal  table 
and  the  dura  mater,  gummata  had  also  formed,  which  had  compressed  the  brain, 
and  occasioned  severe  nervous  symptoms  of  a  hemiplegic  character,  which,  after  some 
months’  duration,  were  partially  relieved  by  the  escape  of  pus  through  the  small  dark 
opening  (c), — probably  the  aperture  for  the  outlet  of  an  efferent  vein. 

The  removal  of  a  disc  of  bone  by  the  trephine  at  this  point,  to  facilitate  the 
discharge,  shewed  that  the  internal  table  was  dead,  and,  like  the  external,  was  firmly 
adherent  to  the  unaffected  diploe. 

At  the  upper  margin  of  the  ulcer,  to  the  extent  of  half  an  inch,  the  tissues  are 
loose,  undermined,  and  the  bone  bare.  In  the  left  parietal  region,  new  gummata 
formed,  which  have  been  opened,  and  a  drainage  tube  introduced. 

It  is  often  erroneously  stated  that  this  form  of  bone  disease  is  the  result  of 
the  treatment  of  Syphilis  by  mercury.  There  is  a  mass  of  evidence  to  show  that 
patients  who  have  not  been  so  treated  are  the  subjects  of  Caiio-Necrosis,  and  in  most 
cases  of  hereditary  Syphilis,  Necrosis  is  a  very  frequent  symptom.  Mercury  given  in 
excess  in  any  disease  may  produce  disease  of  the  maxillary  bones,  but  never  affections 
in  localities  like  the  present  case,  nor  of  the  same  type. 

The  points  most  worthy  of  notice  are — 

1.  The  period  at  which  the  disease  appeared. 

2.  The  painless  character  of  the  swelling,  until  the  skin,  from  undue  pressure, 
inflamed  and  ulcerated. 


3.  That  the  Cario-Necrosis  was  not  a  primary  affection,  but  a  complication 
arising  from  gummata,  formed  beneath  the  pericranium. 

4.  That  the  brain  symptoms  also  were  due  to  a  similar  cause  existing  between 
the  dura  mater  and  the  skull. 

5.  That  the  necrosed  bone  showed  no  tendency  to  exfoliate,  but  was  molecularly 
removed  by  the  living  granulations  in  the  diploe. 

Treatment. — The  most  urgent  symptoms  were  those  caused  by  pressure  on  the 
brain,  the  escape  of  the  softened  gummatous  material  was  effectually  provided  for, 
by  removal  of  a  disc  of  bone  by  the  trephine,  and  daily  washing  of  the  cavity,  which  at 
first  held  about  three  ounces  of  pus.  The  exhausted  condition  of  the  patient  neces¬ 
sitated  a  full  supply  of  Nourishing  food,  stimulants,  and  cod  liver  oil.  As  fresh 
gummata  were  forming,  the  iodide  of  potash  was  given  in  twenty-grain  doses,  thrice 
daily  after  meals.  The  prognosis  was  bad,  but  the  issue  was  not  ascertained,  as  the 
patient  left  the  hospital  at  the  end  of  three  months. 


i 


PLATE  XXV. 


<3 


CARIO-NECROSIS. 


EDINBURGH:  YOUNG  J  PENTLAND 


ULCERATING  GUMMATA. 


HE  patient  from  whom  the  drawing  was  made  was  fifty  years  old,  a  shoemaker, 


x  of  intemperate  habits,  who  had  acquired  Syphilis  twenty-five  years  ago,  but 
had  undergone  no  treatment  further  than  was  connected  with  the  healing  of  the 
Chancre.  For  some  months  he  had  observed  a  round,  hard,  painless  swelling  at  the 
back  of  his  neck  and  right  shoulder,  and,  later,  another  at  the  posterior  angle  of  the  same 


axilla,  neither  of  which  prevented  him  continuing  his  work  until  a  month  ago,  when 
the  skin  over  the  upper  swelling  became  red  and  tender,  opened,  and  discharged  a 


semi-solid  matter  of  a  highly  putrid  odour.  The  inflammation  and  ulceration  of  the 
smaller  gumma  occurred  exactly  a  week  previous  to  his  admission,  and  the  drawing 
was  made  on  the  following  day. 

The  skin  around  the  ulcers  was  darkly  congested,  had  a  thickened  brawny  feel¬ 
ing  and  was  moveable  en  masse  on  the  muscular  fasciae  beneath.  The  destruction  of 
tissue  took  a  superficial  course,  and  the  resulting  ulcers  had  either  a  circular  or 
serpiginous  outline.  The  margins  were  hard,  raised,  livid,  adherent  at  points,  and 
at  others  undermined.  The  floor  of  the  most  recent  ulcer  was  occupied  by  a  mass  of 
sloughing  connective  tissue,  with  healthy  granulations  springing  up  on  one  side,  while 
on  the  other  the  necrosed  textures  were  still  attached.  The  puckered,  dimpled 
appearance  of  the  cicatrices  of  the  older  ulcers,  which  had  nearly  healed,  was  due  to 
the  very  extensive  loss  of  skin  and  connective  tissue,  in  which  the  gumma  had  been 
embedded.  But  after  a  time,  averaging  about  twelve  months,  the  aspect  of  the 
cicatrix  is  entirely  changed ;  it  loses  its  red  colour,  and  becomes  paler  than  any  other 
portion  of  the  skin,  and  at  the  same  time  gets  thinner — atrophied — so  that  eventually 
the  smooth,  white,  thin  moveable  cicatrix  of  rounded  outline  is  the  full  development 
of  the  turgid,  brawny  tissue  found  in  recently  healed  Gummata. 

Gummata  do  not  always  extend  superficially  ;  they  may  destroy  deeply,  exposing 
bone  and  opening  joints,  or  they  may  remain  stationary  for  a  long  time,  especially 
when  situated  in  the  lower  extremities. 


Diagnosis. — In  the  early  stage  of  the  formation  of  subcutaneous  Gummata,  the 
slow  and  painless  swelling  may  be  mistaken  for  chronic  abscesses,  but  the  absence  of 


any  exciting  cause,  the  adult  age  of  the  patient  generally,  and  the  antecedent  history 
of  Syphilis,  will  guide  the  observer  aright. 

Treatment. — To  modify  the  constitutional  state  by  the  free  administration  of 
the  iodides  is  of  primary  importance.  Thereby  even  large  subcutaneous  Gummata 
may  be  promptly  absorbed,  provided  the  skin  is  not  involved,  and  the  part  is  pro¬ 
tected  from  irritating  applications.  If  iodine  be  used  locally,  it  should  be  diluted  with 
an  equal  part  of  water,  to  which  a  few  grains  of  iodide  of  potash  have  been  added,  to 
make  a  proper  mixture.  It  is  thus  applied  every  day,  and  is  less  irritating  to  the 
skin,  and  more  efficacious  as  an  absorbent.  Frictions,  with  ointments  and  poulticing, 
are  inappropriate,  and  the  knife  should  only  be  applied  when  the  skin  is  about  to 
ulcerate. 

After  ulceration  has  taken  place,  the  removal  of  the  debris  of  the  Gumma  and 
the  devitalised  connective  tissue  should  be  hastened  by  the  use  of  chloride  of  zinc 
where  the  slough  is  large,  and  of  iodoform  where  it  is  molecular.  When  the  sore  is 
cleared  of  all  necrosed  material,  iodoform  delays  the  process  of  granulation,  but  any  of 
the  mercurial  lotions  are  especially  useful  in  promoting  healthy  granulation. 


PLATE  XXVI 


ULCERATING  GUMMATA. 


EDINBURGH  YOUNG  J.PENTLAND. 


ANO-RECTAL  SYPHILOMA. 


SHOPWOMAN,  aged  twenty-eight  years,  admitted  ioth  November  1883, 


1  acquired  syphilis  ten  years  ago,  for  which,  after  the  secondary  symptoms  had 
existed  for  a  considerable  time,  she  was  treated  homoeopathically  for  a  short  period, 
so  that  practically  the  disease,  according  to  true  expectant  principles,  was  allowed  to 
run  its  natural  course. 

Two  years  after  infection  she  began  to  suffer  from  indigestion  and  constipation, 
varied  with  severe  attacks  of  diarrhoea,  accompanied  by  occasional  discharges  of 
blood.  Later  the  bowels  could  only  be  moved  by  the  constant  use  of  aperients,  and 
thus  the  stools  were  always  pultaceous,  and  the  molimen  very  sudden  and  imperative. 
The  amount  passed  on  each  occasion,  however,  was  small,  so  that  the  calls  to  empty 
the  bowels  were  exceedingly  frequent.  About  five  years  ago  the  patient  noticed  the 
formation  of  nodular  swellings  around  the  gut,  which  eventually  varied  in  size  from 
the  first  joint  of  the  little  finger  to  that  of  the  same  joint  of  the  thumb.  As  they  grew 
in  size  they  became  tender  and  excoriated  from  the  continual  oozing  over  them  of 
bloody  mucus,  conjoined  sometimes  with  involuntary  voidings  of  small  faecal  masses. 
This  caused  great  discomfort,  but  the  patient  asserts  that  she  never  felt  any  pain  in 
the  rectum,  but  has  almost  constantly  experienced  it  over  the  abdomen  generally,  and 
more  especially  in  the  left  iliac  fossa,  which  she  attributed  to  those  regions  being 
habitually  greatly  distended  with  flatus.  Although  her  appetite  was  not  much 
impaired,  she  had  lost  flesh  and  strength,  and  was  unable  to  follow  her  occupation  or 
even  to  walk. 

She  then  placed  herself  under  the  care  of  a  surgeon  for  the  treatment  of  the 
above-mentioned  condition  of  the  rectum,  without  giving  him  any  information 
regarding  her  antecedent  syphilitic  history,  which,  indeed,  she  honestly  believed  had 
no  connection  with  her  present  ailments.  Unfortunately  for  the  patient,  this  intimate 
relationship  was  not  perceived,  the  rectal  constriction  was  undetected,  and  the 
only  treatment  adopted  was  limited  to  removal  of  the  swellings  by  clamp  and  cautery. 
After  a  slow  convalescence  of  several  months,  she  was  dismissed  without  the  slightest 
alleviation  of  her  symptoms.  Despairing  of  all  hope  of  cure,  she  never  sought  any 
medical  assistance  during  the  next  five  years,  limiting  her  endeavour  to  palliate  her 


miserable  state  by  an  occasional  dose  of  castor  oil,  until  she  yielded  to  the  entreaties 
of  her  friends,  and  sought  admission  into  the  Medical  Wards  of  the  Royal  Infirmary, 
where  the  true  nature  of  her  disease  was  recognised,  and  remitted  to  the  Lock  Wards 
for  treatment. 

In  addition  to  the  symptoms  stated  above,  I  found  that  the  patient,  besides 
being  very  weak  and  ill  nourished,  was  mentally  much  depressed,  chiefly  in 
consequence  of  the  involuntary  escape  of  the  faeces,  making  association  with  her 
friends  nearly  impossible,  and  also  because  she  had  no  sound,  refreshing  sleep,  owing 
to  the  urgent  calls  to  evacuate  the  bowel  occurring  eight  or  ten  times  every  night. 
Looking  to  the  local  conditions,  it  was  observed  that  the  anal  orifice  was  replaced  by 
a  funnel-shaped  cavity,  from  which  every  trace  of  a  sphincter  muscle  had  disappeared. 
The  circumference  of  this  enlarged  space,  and  the  posterior  half  of  the  perineum,  were 
studded  with  a  number  of  smooth,  moist  nodular  masses  of  neoplastic  material, 
somewhat  pedunculated,  dark  red,  flattened  laterally,  of  semi-elastic  consistence, 
while,  in  the  arcanum  itself,  two  or  three  rounded  swellings  of  the  same  kind  of  tissue, 
more  sessile,  could  be  seen  and  felt  beneath  the  mucous  membrane,  which  was  of  a 
port  wine  colour,  smooth  and  velvety  to  the  touch,  and  evidently  much  hypertrophied. 
Passing  the  finger  upwards  through  the  conical  rectal  canal,  it  was  arrested,  at  a  point 
between  2^  and  3  inches  from  the  surface,  by  a  tight  circular  constriction  of  dense 
cicatricial  tissue  underlying  thinned  and  stretched  mucous  membrane.  The 
investigating  manipulation  gave  rise  to  no  pain,  but  the  withdrawal  of  the  finger  was 
followed  by  a  copious  discharge  of  bloody  muco-purulent  fseculent  fluid.  No  mucous 
patch,  no  serpiginous  ulceration,  no  concurrent  sign  of  any  kind,  existed  in  the 
neighbourhood  of  these  morbid  conditions,  nor  on  any  other  part  of  the  patient’s 
body,  to  corroborate  the  antecedent  history  of  syphilis  which  careful  inquiry  had 
elicited. 

Treatment . — The  first  endeavour  of  treatment  was  to  reduce  the  general  and 
local  discomforts  arising  from  the  dilatation  of  the  bowel  above  the  stricture,  the 
impaction  of  the  faeces  at  that  point,  and  the  attendant  congestion  and  probable 
ulceration  of  the  mucous  membrane,  together  with  the  frequent  and  involuntary 
passage  of  faeces. 

Milk  diluted  with  Carrara  water  was  prescribed  as  the  sole  dietary,  because  it  was 
nutritious,  easily  digestible,  non-irritating,  and  slightly  astringent.  Three  times  daily 
the  patient  took  half  a  drachm  of  bismuth  subnitrate  half  an  hour  before  her  meals. 
Every  morning  a  copious  injection  of  tepid  water  was  administered.  After  the  bowels 
were  moved,  the  parts  were  carefully  dried,  and  then  dusted  with  a  powder  composed 
of  equal  parts  of  calomel,  oxide  zinc,  and  tannin,  and  the  anal  cavity  filled  up  with 
absorbent  wool,  which  she  was  directed  to  remove  and  renew  whenever  it  became 
moist.  At  bed-time  a  one-grain  opium  suppository  was  passed  into  the  bowel  above 
the  stricture.  Twice  a  week  a  bougie  one-third  of  an  inch  in  diameter  was  passed 


through  the  stricture,  and  allowed  to  remain  for  a  few  minutes ;  but  after  a  few 
insertions,  the  easily-passing  bougie  was  tied  in  for  twelve  hours,  when  an  instrument 
two-thirds  of  an  inch  was  thereafter  regularly  used. 

Amendment  speedily  followed.  The  abdominal  uneasiness  and  distention 
subsided.  Sleep  at  night  became  continuous  and  refreshing.  Strength  and  spirits 
improved.  Involuntary  faecal  discharges  ceased,  and  only  glairy  mucus,  less  and  less 
tinged  with  blood,  passed  from  the  bowel  during  the  day.  When  the  appetite  became 
keener  one  meal  of  roast  meat  per  diem  was  added  to  the  dietary,  as  that  form  of  food 
would  not  occasion  any  increase  of  fecula.  After  a  time  the  patient  was  put  upon  the 
ordinary  full  diet  of  the  hospital.  Easton’s  syrup  was  substituted  for  the  bismuth, 
and  glycerole  of  tannin  was  used  as  a  rectal  application,  instead,  of  the  absorbent 
cotton. 


About  the  middle  of  February  1884  the  patient  was  much  improved  in  health, 
out  of  bed  the  whole  day  assisting  in  the  work  of  the  ward,  and  in  a  favourable  condi¬ 
tion  for  carrying  out  the  second  indication  of  treatment — the  removal  of  the  ano-rectal 
tumours.  This  was  successfully  accomplished  by  means  of  Paquelin’s  cautery,  the 
wounds  thereafter  being  dressed  with  carbolic  oiled  lint.  Cicatrisation  was  slow,  and 
as  usual  was  attended  with  considerable  contractions,  which  beneficially  diminished 
the  dilated  anus.  On  the  21st  May  1884  she  left  the  hospital  with  the  prospect  of 
being  able  to  maintain  herself  by  her  own  exertions. 

Remarks. — The  invariable  connection  of  these  peculiar  ano-rectal  neoplasms 
with  more  or  less  sphincter  destruction  and  rectal  stricture,  was  first  pointed  out  by 
Fournier  in  a  monograph  published  in  1879,  entitled  “  Ano-Rectal  Syphiloma.” 

It  is  very  difficult  to  explain  the  formation  of  these  growths,  which  were 
microscopically  found  to  consist  of  dense  fibrous  tissue  sparingly  supplied  with  blood¬ 
vessels,  or  why  the  deposit  of  gummata  in  the  sub-mucous  connective  tissue  of  the 
bowel  should  be  followed  by  contraction,  while  in  the  sphincter  region  atrophy  of  the 
muscle  and  dilatation  should  result.  Cases  of  this  kind  are  rarely  seen,  and  still  more 
rarely  investigated  locally  in  the  stage  of  gummatous  deposit,  but  it  seems  probable 
that  the  pressure  of  the  new  material  around  the  haemorrhoidal  veins  would  lead 
to  dilatation  and  thrombosis  of  the  vessels  around  the  anus,  and  this  would  be 
attended  by  a  corresponding  development  of  connective  tissue,  which  would  remain 
and  increase  after  contraction  had  obliterated  the  plexus  above. 

Dilatation  of  stricture  of  the  rectum,  like  that  of  stricture  elsewhere,  is  not  so 
quickly  accomplished  by  an  excess  of  pressure  exerted  for  a  short  time,  as  by  the 
presence  of  a  milder  stimulant  allowed  to  remain  in  contact  with  the  part  for  several 
hours.  Dilatation  is  not  a  mechanical,  but  a  vital  act,  which  is  called  into  play  by 
the  process  of  absorption.  Accordingly,  whenever  the  original  No.  3  bougie  fitted 
easily,  it  was  tied  in  for  twelve  hours,  and  immediately  thereafter  a  No.  6  was  readily 
passed,  and  the  ground  thus  gained  was  never  lost.  Beyond  this  size  the  stricture 


seemed  incapable  of  enlargement  without  the  use  of  the  knife ;  but  as  the  patient 
was  able  to  retain  the  faeces  and  pass  them  in  a  formed  condition,  it  was  not  deemed 
advisable  to  urge  operative  measures. 

The  remarkable  absence  of  rectal  pain  throughout  the  whole  progress  of 
the  disease  draws  a  broad  line  of  distinction  between  syphiloma  and  epithelioma 
of  the  rectum. 

Like  every  case  of  tertiary  disease  which  has  come  under  my  notice,  the  early 
syphilis  had  not  been  treated.  It  is  interesting  to  note  the  period  at  which  the 
tertiary  symptoms  appeared,  and  further,  how  their  virulent  energy  seemed  to  have 
been  focused  upon  the  rectum  solely.  Ultimately,  when  the  patient  presented 
herself  for  anti-syphilitic  treatment,  the  time  for  effective  specific  medication  had 
passed,  for  iodide  of  potassium  has  no  influence  on  the  cicatricial  results  of  gummata, 

and  the  case  therefore  was  treated  according  to  the  ordinary  principles  of  Medicine 
and  Surgery. 


PLATE  XXVII 


* 


TRANSMITTED  SYPHILIS  (EARLY). 


A  VIABLE  syphilitic  infant,  who  has  inherited  the  disease,  is  born  of  a  mother 

who  has  either  acquired  Syphilis  late  in  her  pregnancy  and  before  the  seventh 
month,  or  several  years  have  elapsed  since  she  became  syphilitic,  or  effective  treatment 
has  been  carried  on  during  the  whole  period  of  pregnancy. 

At  birth  the  child  may  not  display  any  signs  of  Syphilis,  but,  on  the  contrary, 
may  seem  plump  and  healthy  looking,  and  continue  so  for  the  first  two  or  three  weeks 
of  its  existence.  Commonly  from  the  third  to  the  sixth  week  of  its  life,  a  series  of 
characteristic  changes  begin  to  show  themselves,  the  most  striking  being  eruptive  dis¬ 
orders  of  the  skin.  Portions  of  greater  or  less  extent  become  congested,  and  on  these 
papules,  pustules,  and  vesicles  form,  followed  by  excoriations  and  fissures.  The  skin 
around  the  mucous  orifices,  or  where  surfaces  are  apposed,  is  most  liable  to  be  attacked. 
Crops  of  eruptions  follow  each  other  in  quick  succession,  tending  more  and  more  to 
ecthymatous  forms,  boils,  or  abscesses.  At  the  same  time  very  grave  constitutional 
changes  may  be  taking  place,  affecting  the  structure  and  functions  of  every  organ  and 
tissue  of  the  body. 

The  example  portrayed  was  seven  months  old  when  brought  to  the  hospital  by 
his  grandmother,  who  had  acquired  a  Chancre  on  her  thumb  when  washing  the  infant’s 
clothes.  The  mother  was  infected  by  her  husband  during  the  fifth  month  of  pregnancy. 
The  child  was  born  apparently  healthy,  but  large  flat  papules  appeared  on  buttocks, 
genitals,  and  around  anus  one  month  after.  A  universal  eczematous  papulo-pustular 
rash  gradually  presented  itself,  complicated  with  excoriations  and  fissures,  scabs  and 
blood  crusts,  until  no  healthy  skin  was  visible.  The  eyelashes  were  removed,  the 
forehead  bulbous,  the  bridge  of  the  nose  sunken,  and  the  angles  of  the  mouth  puckered 
from  cicatrisation  of  Mucous  Syphilides.  The  child  was  greatly  emaciated,  and 
enjoyed  little  continuous  sleep. 

The  drawing  was  taken  after  two  months’  treatment,  when  recovery  was  nearly 
complete,  except  in  the  face. 


Diagnosis. — The  early  appearance  of  the  rash,  its  polymorphic  character,  its 
special  seats  of  election,  and  the  almost  constant  presence  of  nasal  catarrh,  are  the  main 
points  to  be  relied  upon. 

Treatment. — Good  milk  was  given  every  three  hours,  and  immediately  there¬ 
after,  at  first,  the  ninety-sixth  part  of  a  grain  of  corrosive  sublimate  in  watery  solution, 
which  neither  interfered  with  the  food  nor  the  intestinal  canal.  Every  morning  the 
child  was  bathed  in  a  tepid  weakly  alkaline  bath,  carefully  dried  with  soft  towels,  and 
all  moist  or  apposed  surfaces  powdered  with  zinc  oxide  and  calomel.  The  nasal  canals 
were  washed  with  a  one  per  cent,  carbolic  solution,  and  the  orifices  kept  open  with 
pieces  of  drainage  tube.  Latterly,  a  mask  of  lint,  smeared  with  citrine  ointment  and 
vaseline,  one  to  sixteen,  was  worn  over  the  scalp  and  face  during  the  night,  and  the 
parts  washed  and  carefully  dried  in  the  morning.  In  a  few  weeks  the  whole  of  the 
symptoms  had  disappeared.  On  dismissal,  injunctions  were  given  to  continue  the 
administration  of  the  medicine  thrice  daily  for  a  couple  of  years,  and  thereafter  to 
renew  it  on  the  earliest  reappearance  of  the  symptoms. 


PLATE  XXVIII 


TRANSMITTED  SYPHILIS  (EARLY). 


EDINBURGH:  YOUNG  J.PENTLAND 
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TRANSMITTED  SYPHILIS  (LATE). 


A  CERTAIN  number  of  syphilitic  parents,  in  whom  the  disease  is  nearly 

exhausted,  procreate  children,  who  at  their  birth  and  during  early  childhood, 
seem  healthy  and  altogether  free  from  any  syphilitic  taint.  Usually,  however,  in  the 
process  of  second  dentition,  and  in  some  exceptional  cases  much  later,  symptoms  arise 
of  a  manifold  character,  which  are  commonly  regarded  as  scrofulous,  and  the  patients 
are  persistently  treated  with  cod  liver  oil,  iron,  &c.,  without  producing  the  slightest 
amelioration. 

In  the  case  represented,  from  the  age  of  eight' — that  is,  for  a  period  of  ten 
years — the  lad’s  life  was  one  continuous  history  of  ocular,  nasal,  faucial,  aural,  and 
cutaneous  diseases,  in  sequence  and  in  combination,  all  of  which  had  been  considered 
strumous,  and  treated  as  mentioned  above. 

As  a  consequence,  his  cornese  were  hazy,  his  nostrils  were  impervious,  his 
mutilated  palate  was  fixed  to  the  pharynx,  he  was  nearly  deaf,  the  cartilages  of  his 
nose  had  necrosed,  and  his  face  was  disfigured  by  permanent  scars  resulting  from 
gummatous  infiltrations  of  the  skin,  which  inflamed  and  ulcerated.  It  is  worthy  of 
remark  that  in  this  case  the  central  permanent  incisors  were  of  normal  appearance, 
although  the  syphilitic  character  of  the  symptoms  otherwise  were  undoubted. 

The  young  man  was  admitted  into  the  hospital  for  an  ulcerating  gumma  of  the 
face  recurring  in  an  old  cicatrix,  which  promptly  healed  under  the  use  of  mercurials 
and  iodides,  and  the  local  application  of  iodoform.  His  general  health  also  greatly 
improved,  as  all  such  cases  do  under  appropriate  treatment,  which  was  ordered  to 
be  continued  for  a  year  at  least,  and  resumed  whenever  similar  symptoms  reappeared. 

In  cases  where  so-called  scrofulous  symptoms  do  not  improve,  and  where  no 
reliable  history  of  the  transmission  of  syphilis  can  be  established,  there  should  be  no 
hesitation  in  putting  the  patient  under  careful  anti-syphilitic  treatment,  and  watching 
the  result.  By  this  method  many  painful  symptoms  may  be  speedily  removed,  and 
permanent  discomfort  and  disfigurement  avoided. 


PLATE  XXIX, 


TRANSMITTED  SYPHILIS  (LATE). 


EDINBURGH:  YOUNO  J  PENTLAND 
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EARLY  SYPHILITIC  NODE. 
SYPHILITIC  TESTICLES. 


SYPHILITIC  ORCHITIS-GUMMA  OF  TESTICLE. 


EARLY  SYPHILITIC  NODE. 


NODE  in  the  secondary  stage  of  Syphilis  is  a  limited  periostitis,  with  an 


^  exudation  of  round  and  spindle  cells,  usually  situated  on  the  surfaces  of  bones 
which  lie  superficially.  It  develops  spontaneously,  but  may  be  occasioned  by  any 
slight  injury.  The  swelling,  round  or  oval  in  shape,  when  it  is  first  observed  is  soft, 
elastic,  and  painful,  especially  when  it  appears  on  the  leg,  and  the  patient  is  obliged 
to  walk  or  stand  much.  The  tumour  is  fixed  to  the  bone,  while  the  skin  over  it  is 
unattached  and  of  normal  colour.  Increased  nocturnal  pain  is  a  constant  symptom 
of  great  clinical  importance,  which,  in  the  absence  of  concomitant  evidence  of  Syphilis, 
should  lead  the  surgeon  to  investigate  the  antecedent  history  of  it.  A  node  grows 
very  slowly,  and  may  gradually  be  absorbed  spontaneously,  leaving  no  trace  of  its 
existence.  But,  either  from  want  of  rest,  or  by  inappropriate  treatment,  it  may  rapidly 
increase  in  size,  causing  the  skin  in  its  neighbourhood  to  become  congested,  and  the 
surrounding  parts  oedematous,  as  in  the  example  depicted.  Sometimes  a  higher  grade 
of  inflammatory  action  leads  to  ulceration  of  the  skin,  the  contents  of  the  swelling 
are  discharged,  and  a  portion  of  necrosed  bone  forms  the  base  of  a  slow  healing 
syphilitic  ulcer.  On  the  other  hand,  the  fluid  in  a  node  may  be  absorbed,  the  cells 
developing  into  fibrous  tissue,  and  then  the  persistence  of  such  a  condition  is  very 
prolonged.  When  bone  cells  are  deposited  the  swelling  becomes  permanent,  and  the 
symptoms  to  which  it  may  give  rise  will  depend  upon  its  relations  to  neighbouring 
organs  and  textures. 

The  drawing,  taken  on  admission,  represents  a  node  over  the  upper  end  of  the 
tibia  in  a  young  man  who  had  acquired  Syphilis  eighteen  months  previously,  for 
which  he  had  undergone  no  treatment.  The  swelling  began  two  months'  before,  and 
as  he  continued  at  work  as  a  dock  labourer  it  steadily  increased  in  size,  became  more 
and  more  painful,  with  redness  over  the  part  and  oedema  of  the  limb,  until  from 
exhaustion,  due  to  pain  and  want  of  sleep,  he  sought  admission  into  hospital.  There 
was  no  history  of  injury,  and  the  only  concomitant  signs  of  Syphilis  were  a  few 
psoraic  and  round  coppery  spots  on  the  lower  extremities,  but  the  whole  sequence  of 
antecedent  phenomena  were  easily  elicited. 


Diagnosis. — The  absence  of  injury,  the  presence  or  past  history  of  syphilitic 
symptoms,  and,  above  all,  the  nightly  exacerbation  of  pain,  will  serve  to  distinguish 
the  node  from  the  ordinary  abscess  in  connection  with  bone. 

Treatment . — If  the  patient  be  under  mercurial  treatment  when  the  node  appears, 
iodine  should  be  superadded  in  considerable  doses,  and  perfect  rest  in  the  recumbent 
posture  enjoined.  In  the  early  uncomplicated  stage,  a  half  strength  tincture  of  iodine 
should  be  painted  daily  round  the  margin  of  the  swelling,  the  limb  slightly  elevated, 
and  a  bandage  applied.  When  suppuration  is  threatening,  position  should  be  attended 
to,  and  lead  and  opium  lotions  used  until  the  acute  congestion  is  removed,  when 
iodine  and  pressure  may  be  adopted. 

Nodes  are  very  amenable  to  treatment  in  the  conditions  above  mentioned,  and 
should  never  be  opened.  One  which  has  ulcerated  must  await  the  separation  of  an 
inevitable  necrosed  pellicle.  Bony  nodes  should  never  be  interfered  with  unless  their 
position  occasions  annoyance. 

/ 

SYPHILITIC  TESTICLES. 

SYPHILITIC  ORCHITIS— GUMMA  OF  TESTICLE. 

The  drawing  exhibits  an  interesting  combination  of  two  forms  of  syphilitic 
disease  of  the  testicles,  taken  from  a  patient  aged  thirty,  who  had  acquired 
Syphilis  of  a  malignant  type  one  year  previous  to  admission.  His  body  was  covered 
with  numerous  large,  circular,  dark-brown,  depressed  cicatrices,  and  on  his  neck  there 
were  several  ecthymatous  ulcers,  for  whose  treatment  alone  he  asked  advice.  The 
state  of  the  testicles  was  discovered  afterwards,  when  he  asserted  that  for  some  weeks 
previously  he  had  found  them  inconveniently  heavy,  but  that  he  had  never  suffered 
from  pain  in  them.  Syphilis  is  prolific  in  exceptions,  and  while  the  great  majority 
of  cases  pass  through  the  secondary  stage  manifesting  symptoms  of  a  superficial  and 
congestive  character,  there  are  a  few,  beginning  with  a  tubercular  or  ecthymatous 
rash,  which  disregard  all  definitions,  and  seem  to  rush  through  all  the  stages  of  the 
disease,  producing  hyperplasise  of  the  connective  tissue  and  gummata  in  all  regions 
of  the  body  within  a  few  months  after  the  appearance  of  a  chancre.  The  right 
testicle  is  nearly  double  the  ordinary  size  of  the  natural  oval  shape,  but  of  stony 
hardness,  and  not  even  tender  on  pressure.  The  epididymis  seems  fused  into  the 
mass,  and  the  cord  is  unchanged.  This  condition  constitutes  Syphilitic  Orchitis,  and 
is  due  to  great  overgrowth  of  the  connective  tissue  in  the  tunica  albuginea  and 
fibrous  septa.  In  the  ordinary  forms  of  Syphilis  it  may  be  met  with  occasionally  as 
a  secondary  lesion  at  the  end  of  the  second  year.  After  a  time  the  hypertrophied 
tissue  begins  to  contract,  the  secreting  tubes  of  the  gland  are  obliterated,  and  the 
function  of  the  organ  destroyed.  Suppuration  occurs  very  rarely. 

The  left  testicle  is  also  considerably  enlarged,  but  on  the  anterior  surface  of 
its  upper  extremity  a  nodular  elastic  tumour  is  seen  bulging  forwards  the  skin  of  the 


scrotum.  The  swelling  is  closely  attached  to  the  tunica,  which  it  has  pierced,  but 
although  its  presence  has  caused  congestion  of  the  neighbouring  skin,  it  still  moves 
freely  over  the  part.  The  lower  third  of  the  gland  is  hard  and  non-sensitive.  These 
conditions  are  indicative  of  Gumma  of  the  testicle,  and  its  natural  development 
is  to  enlarge,  soften,  ulcerate  through  the  skin,  and  discharge  its  elements  and 
structural  debris ,  leaving  the  organ,  in  whole  or  in  part,  unable  to  perform  its  function. 

Diagnosis. — Syphilitic  Orchitis  is  recognised  by  an  insidious  painless  swelling 
of  the  gland,  the  preservation  of  the  natural  shape,  and  the  dense  hardness. 

The  Gummatous  formation  commences  like  the  Orchitis  —  the  gradual 
and  painless  development  of  an  elastic  nodule  which  eventually  suppurates,  leaving  a 
hard  irregularly  puckered  cicatrix,  probably  with  sinuses. 

In  both  cases  the  cord  is  unaffected,  and  the  specific  infection  is  ascertainable 
or  evident. 

Treatment. — Constitutionally,  is  by  mercury  and  iodides  combined,  and  is 
often  efficacious  in  the  Fibroid  Orchitic  forms.  Locally,  mercurial  inunction  is 
useful  also.  The  Gummatous  variety  is  not  amenable  to  treatment,  and  if  extensive, 
excision  is  the  best  course. 
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PLATE  XXX. 


EARLY  SYPHILITIC  NODE.  SYPHILITIC  TESTICLES. 
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